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Pavia, L., and Valda Arana, R.: Serous Tenonitis 
(Tenonitis serosa). Rev. de especialidades, Asoc. 
med. argent., 1930, V, 1540. 

Very few cases of inflammation of Tenon’s capsule 
have been reported in the literature. When an 
effusion develops in Tenon’s capsule it pushes the 
eyeball forward and causes an intense and character- 
istic chemosis, an oedema of the eyelids, limitation 
of movement of the eyeball, and pain. 

In the case reported by the author, that of a 
patient eighteen years of age, roentgen examination 
of the skull showed the sella turcica to be very small 
and the clinoid processes very close together. The 
anterior half of the hypophysis showed fibrous in- 
duration. Under treatment with calcium, the 
attacks decreased in severity and in the last four 
months there has been none at all. 

The author concludes that serous tenonitis is 
caused by a general disturbance due to hypocal- 
cemia probably brought about by abnormality of 
the endocrine glands. The only endocrine dysfunc- 
tion that can be demonstrated is hypofunction of 
the hypophysis. Aubrey G. Moran, M.D. 


Green, J.: The Management of Orbital Infections. 
Am. J. Ophth., 1931, xiv, 196. 


The author reports seven cases of orbital infection 
in which the treatment varied with the type, the 
cause, and the progress or recession of the infection. 
In some of the cases conservative treatment was 
sufficient; in others, minor surgery was done; and in 
others, radical operation was necessary to save life. 

Tuomas D. ALLEN, M.D. 


Wheeler, J. M.: Exophthalmos Associated with 
Diabetes Insipidus and Large Defects in the 
Bones of the Skull. Arch. Ophth., 1931, v, 161. 


The condition discussed in this article is known as 
Schuler’s or Christian’s disease. Wheeler says that 
when an ophthalmologist observes unilateral or bi- 
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lateral exophthalmos in a child without evident 
cause, he should examine for defects in the skull and 
hip bones and question the parents as to the occur- 
rence in the patient of excessive thirst and urination. 

The Wassermann test, the tuberculin test, and 
chemical studies of the blood have shown nothing of 
importance. The defect may be considered a neo- 
plastic process involving the structures in the floor 
of the third ventricle, invading the orbit, and in- 
volving the bones. It may consist of a yellow, nodu- 
lar, lipoid-storage xanthoma. The diabetes insipidus 
may be accounted for by the disturbance in the 
floor of the third ventricle with or without invasion 
of the hypophysis. The bone condition is probably 
due to invasion by the hyperplastic process. The 
exophthalmos is probably due, not to mere loss of 
bone, but to true invasion by the process. 

The hypophysis may be involved without dis- 
turbance of the sella turcica. When it is injured, 
asexuality and other evidences of hypophyseal dys- 
function may result. Leste L. McCoy, M.D. 


De Grisz, E.: The Operative Treatment of Glau- 
coma. Arch. Ophth., 1931, Vv, 327. 


The author reviews the history of operations for 
glaucoma, discusses his own very extensive expe- 
rience with the various surgical procedures, and re- 
views the results of 1,897 iridectomies, 600 trephin- 
ings, 121 LaGrange operations, 760 cyclodialyses, 
and 175 anterior sclerotomies. 

Iridectomy is done in acute glaucoma and the 
prodomal stage. Cyclodialysis or trephining is done 
in chronic inflammatory glaucoma. The LaGrange 
operation is employed in simple glaucoma. In de- 
generative or absolute glaucoma, the eye is enu- 
cleated. SAMUEL A. Durr, M.D. 


Appelmans, M.: The Treatment of Epithelioma of 
the Eyelid (Le traitement des épithéliomas des 
paupiéres). Rev. belge d. sc. méd., 1930, ii, 829. 

The author uses radium for certain conditions in 
which the choice between radium and surgery is still 
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under discussion. In epithelioma of the eyelid he 
recognizes the following indications for radium irra- 
diation: (1) small lesions not recurrences from pre- 
vious treatment, (2) small lesions on the inner third 
of the eyelid, (3) lesions which have invaded the or- 
bit, (4) lesions recurring after surgery, and (5) lesions 
recurring after irradiation. He reviews the literature 
on the choice between irradiation and surgery for 
these lesions and cites statistics with regard to the 
age incidence and most common sites of the epithelio- 
mata. He summarizes his treatment as follows: 

1. Small tumors not recurrences and not involving 
soft tissues or the function of the eyelid. If the growth 
is exuberant externally, it is sometimes removed su- 
perficially by electrocoagulation. In any case, radium 
tubes 12 mm. long, containing 2 mgm. of the ele- 
ment, are pasted against the skin with bands of wax 
cloth. A 1-mm. platinum filter is used without a 
secondary filter. As many tubes as are necessary to 
cover the tumor and a margin of sound tissue 1 cm. 
wide around it are applied 1 cm. apart. The applica- 
tion is renewed each day. The duration of the treat- 
ment is seventy-two hours. The secondary dermati- 
tis is treated with an oxidizing wash and Lassar’s 
paste. The lesion is covered only with thin gauze 
which can be penetrated by the air. 

2. Small tumors located on the mesial third of the lid. 
These growths often penetrate more deeply than 
clinical examination suggests. If it is certain that 


the soft tissues are not invaded, the treatment is the 
same as that described for tumors of Group 1. If the 
extent of the invasion is doubtful, a moulded prepa- 
ration or distant radium therapy is applied. In the 


use of a moulded preparation, 1.5 mc. must be de- 
stroyed per square centimeter of radiant surface. 
The dose is 00 mgm. filtered with 1 mm. of platinum 
and distributed as evenly as possible on the surface 
of the preparation. The eye is protected by a lead 
cap lined on the inner surface with rubber. 

3. Tumors involving the soft tissues of the orbit. Tf 
it seems possible to save the eye, a moulded prepara- 
tion or distant radium therapy is used. The dosage, 
the distance, and the number of millicuries to be de- 
stroyed per square centimeter of radiant surface are 
the same as in cases of tumors located on the mesial 
third of the eyelid. In some cases the moulded prepa- 
ration is later supplemented by radium puncture. 
Low-dosage needles separated from each other by 1 
cm. are left in place for five days. The radium punc- 
ture is followed by an application with the moulded 
preparation of 0.5 mc. per square centimeter of radi- 
ant surface. The technique of distant radium therapy 
depends on the quantity of radium and the apparatus 
used. If the eye is too greatly involved, it is enucle- 
ated with surgical diathermy. After electrocoagula- 
tion of the cavity, 2-mgm. radium tubes in a wax- 
cloth dressing are applied as in the treatment of 
tumors of Group 1 and are left in place for at least 
thirty-six hours. 

4. Recurrences after surgery. Recurrences after 
surgery are placed in a special group because they 
often involve more tissue than is expected. Their 


treatment is the same as that of tumors of Group 1, 
2, Or 3. 

5. Recurrences after irradiation therapy. If the re- 
currence follows an underdose of irradiation, it js 
treated in the same way as tumors in Groups 1, 2, or 
3. If it follows an overdose, radical extirpation by 
surgical diathermy precedes the application of radium, 

Of the sixty patients who were treated by the au- 
thor in the period from 1925 to 1928, 27 have re- 
mained cured, 4 developed a recurrence, 8 are dead, 
and 21 did not reply to a request for a report. The 
sequel of scar retraction of the lid or adhesions to 
the orbit are perhaps less likely to occur after radium 
irradiation than after surgery, but regardless of the 
treatment used, such sequel are to be feared when 
the tarsus is invaded. Curtis NELSON, M.D. 


Moore, J. E.: Syphilitic Iritis. Am. J. Ophth., 1031, 
Xlv, TIO. 

This discussion is summarized as follows: 

1. This article is based on 249 patients with 
syphilitic iritis, of whom 111 had early secondary 
syphilis, 29 had recurrent secondary syphilis, and 
109 had late syphilis. 

2. Whether early or late, iritis is twice as com 
mon in colored persons as in white persons with 
syphilis, and slightly more frequent in males than in 
females. 

3. Iritis may be expected to occur in from 4 to 5 
per cent of all persons with early secondary syphilis. 
It is almost twice as frequent in recurrent secondary 
syphilis, and is a fairly common manifestation of 
late syphilis. 

4. The diagnosis of syphilitic iritis depends upon 
the examination of the patient as a whole. A history 
of syphilis is of diagnostic importance in early and 
recurrent iritis but not in late iritis. A complete 
physical survey is necessary to determine the 
presence or absence of associated syphilitic lesions. 

5. The blood Wassermann test is positive in 97 
per cent of the early cases of iritis, but in only 55 per 
cent of the cases of recurrence and 81 per cent of the 
cases of late syphilitic iritis. 

6. Spinal fluid findings in 104 patients with iritis 
indicate that lumbar puncture alone is of little 
diagnostic aid. However, they show that asymp- 
tomatic neurosyphilis is no more frequent in per- 
sons with iritis, whether early or late, than in those 
without it. 

7. In early syphilitic iritis, associated lesions of 
early syphilis may be found in practically every 
case. In the cases reviewed, 75 per cent of the 
patients had generalized eruptions, but in about one- 
fourth the associated lesions were so insignificant 
as to be easily overlooked. 

8. In negroes with early syphilitic iritis, the most 
commonly observed rash was in the group with the 
folliculopapular syphilide and often associated with 
marked polyadenitis and syphilitic arthritis. 

9. Iritis as a manifestation of recurrent secondary 
syphilis is usually a monorecurrence and unilateral, 
the blood Wassermann reaction being negative. [n 
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7 of 29 cases reviewed it was associated with a 
neurorecurrence. 

10. These facts suggest an explanation for the 
probable mechanism of iridorecurrence, which may 
be similar to that of neurorecurrence. 

11. In late syphilitic iritis other manifestations 
of syphilis could be found in 50 per cent of the 
patients. 

12. Iritis is often complicated by other ocular 
lesions of syphilis (one-half of early cases, two-thirds 
of recurrent cases, three-fourths of late cases) which 
are potentially more threatening to vision than 
iritis. The most common complication is keratoiritis. 

13. Iritis is often an early manifestation of 
secondary syphilis. In the cases reviewed there was 
no tendency for it to be associated with an unusually 
severe secondary outbreak. 

14. Early iritis shows no special tendency toward 
subsequent relapse. 

15. Recurrent iritis usually appears within the 
first four months after the inadequate treatment of 
early syphilis. It may be, but usually is not, more 
serious or fulminating than early iritis. 

16. Late iritis appears on an average nine years 
after the infection. It often exists for long periods 
of time (from two to ten years) before the diagnosis 
of syphilis is made. 

17. Confusion in the diagnosis between syphilitic 
iritis and iritis due to some other cause in a syphilitic 
patient is frequent. The usually reliable therapeutic 
test is not to be depended on in late syphilitic iritis 
because of the slow response of certain syphilitic 
lesions and the non-specific response produced by 
arsphenamin in certain non-syphilitic iritides. 

18. Repeated relapse is frequent in late syphilitic 
iritis, in contrast to the iritis of early and recurrent 
secondary syphilis. 

19. Secondary glaucoma is an uncommon sequela 
of early and recurrent iritis, but is frequent and 
dangerous to vision in late iritis. 

20. The importance of trauma in the etiology of 
syphilitic iritis and the effect of operative procedures 
on the eyes of syphilitic patients are briefly con- 
sidered. 

21. The treatment of syphilitic iritis, complicated 
or uncomplicated, is that of general syphilis and 
should be given under the supervision or with the 
advice of the syphilologist. 

22, The ultimate outcome of syphilitic iritis so 
far as vision is concerned, is good in 70 per cent of 
the early cases, 58 per cent of recurrent cases, and 
42 per cent of the late cases. Poor results, blindness 
or permanent impairment of vision, are due partly 
to irremediable complications or sequel of iritis 
and partly to failure to arrive at an early diagnosis 
and institute prompt treatment. 

LesLrE L. McCoy, M.D. 


O'Malley, C. C.: Intracapsular Cataract Extraction 
at Moga, Punjab. Brit. J. Ophth., 1931, xv, 152. 


The author, having visited India and operated 
upon about 200 cataracts while there, describes the 
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conditions under which surgeons in India work. In 
the few days or weeks of the clinics large numbers of 
people must be treated. O’Malley’s chief once per- 
formed 1,019 cataract extractions in four days. 
O’Malley describes the transparency of many of the 
lenses removed. It is necessary to operate upon both 
eyes at once. Many operations are performed in 
spite of infected conjunctival sacs and trachomatous 
lids. It is impossible to hold the patients long enough 
to fit them with glasses or to follow them up for post- 
operative study. O’Malley describes the technique 
of the Smith operation as done by Das and the com- 
plications that are found at the first dressing six days 
later. He believes this operation is better than any 
of the others. Tuomas D. ALLEN, M.D. 


EAR 


Coates, G. M.: The Treatment of Chronic Running 
Ears, or Chronic Suppurative Otitis Media. 
Ohio State M. J., 1931, xxvii, 128. 

This article is a summary of the various proce- 
dures in common use in the treatment of chronic 
suppurative otitis media. No one procedure will 
be successful in all cases, and the results of each 
method differ under different conditions and when 
the method is used by different otologists. 

A satisfactory result of treatment is better de 
scribed as an “‘arrest”’ than as a “cure” of the con- 
dition since recurrence of the suppuration may be 
brought about by re-infection following trauma, a 
general pathological condition which lowers the 
resistance, the entrance of water into the ear, or 
some other factor. Moreover, hearing is never 
restored to normal. Hearing is sometimes improved 
after the arrest of the discharge, but in some cases 
may be much worse. When, following treatment, 
the ear shows an occasional slight odorless moisture 
of a mucoid character and no evidence of extension 
of the suppurative or necrotic process, the result is 
to be considered good. Such moisture usually has 
its origin in the tubal membrane or an inaccessible 
tubal cell. According to Turner and Fraser, a 
residual discharge of this tvpe is present after radi- 
cal mastoid operation in a definite percentage of 
cases. James C. BrasweLL, M.D. 


PHARYNX 


Dorrance, G. M.: The So-Called Bursa Pharyngea 
in Man: Its Origin, Relationship to the Ad- 
joining Nasopharyngeal Structures, and Pa- 
thology. Arch. Otolaryngol., 1931, xiii, 187. 

The bursa pharyngea is a sac-like depression in 
the posterior wall of the nasopharynx just above the 
uppermost fibers of the superior constrictor muscles 
which usually extends upward and backward toward 
the occipital bone and sometimes reaches the latter 
with its apex. It is an independent structure in 
adults and occurs somewhat frequently during 
embryonal life. It takes its origin from adhesions of 
the notochord to the pharyngeal entoderm. In 
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The bursa pharyngea in an adult with cleft palate. Note 
Passavant’s cushion formed by the pteryopharyngeus 
portion of the superior constrictor muscle of the pharynx 
as the patient makes an effort at gagging. The sides 
of the cleft in the velum tend to come together in the 
mesial line. The tips of the cleft uvula are rotated inward. 


embryonal life its location varies with the age of the 
embryo. It is not the same structure as Rathke’s 
pouch, nor is it Seessel’s pocket, a distinction which 
was clearly made by Huber. It may be associated 
with cleft palate, but is not embryologically related 
to the palate. In the adult it may be the site of 
inflammation and cyst formation. 
GeorGE R. McAutirr, M.D. 


NECK 
Zechel, G.: Follicular Destruction in the Normal 
Thyroid of the Dog; with a Consideration of the 
Relation Between Follicles and Interfollicular 
Cells. Surg., Gynec. & Obst., 1931, lii, 228. 

In the normal thyroid of the dog that author has 
noted evidence of the destruction of follicles and the 
formation of new follicles. He has found that the 
follicle is not a permanent structure, but merely a 
phase in a metamorphosis which alternates between 
two extremes—the follicles on one end and the 
interfollicular cell group on the other. Regression of 
the follicles seems to facilitate the resorption of 
colloid. The disintegration of the follicular walls 
permits the colloid to escape easily and appear 
among the surrounding cells. If these deductions are 
correct, it is conceivable how differences in patho- 
logical conditions may result from the unbalance or 
exaggeration of any one phase in the follicular life 
cycle of the thyroid. | M. Herpert Barker, M.D. 


Morris, R. S.: The ‘‘Thyroid Heart’’ with a Low 
Basal Metabolic Rate. 4m.J.M.Sc., 1931, clxxxi, 
297. 


Morris finds that certain patients with circulatory 
failure, with or without auricular fibrillation, and 
with a normal or low basal metabolic rate show im- 
provement after subtotal thyroidectomy. Asa rule, 
in such cases, there is a history of a pre-existing 
thyrotoxic state, which is due somewhat more fre- 


quently to toxic adenomata than to Graves’ disease, 
Hypertension is common, but decreases after thy 
roidectomy unless the arteries are extensively dis- 
eased. If careful pre-operative treatment is given, a 
surprising amount of improvement is noted even 
when the condition has been present for some time 
and extensive myocardiac damage has occurred. 
The low metabolic rate reacts to Lugol’s solution 
and subtotal thyroidectomy in the same way as in 
cases of toxic goiter. The diagnosis of the condition 
will be missed if only the metabolic rate is considered. 
F. S. MopErn, M.D. 


Schteingart, M.: Adenomatous Goiters (1.5 
goitres adénomateux). Rev. Sud.-Am. de med. et i 
chir., 1930, i, 1193. 


After reviewing the gross and histological anatomy 
of the thyroid the author classifies thyroid tumors 
into colloid goiter, adenomatous goiter without 
hyperthyroidism, toxic adenomatous goiter, and 
Basedow’s disease. 

The colloid goiter of adolescence generally de- 
velops into an adenomatous goiter. Most of the 
symptoms in adenomatous goiter without hyper 
function of the thyroid are due to disequilibrium 
of the vegetative nervous system. They are rather 
vague and indefinite. The patient may complain 
of his stomach one day and of his heart the next. 
The pulse rate generally ranges from 80 to 90. The 
slightest emotional disturbance accelerates the heart. 
The blood pressure and vasomotor equilibrium are 
very unstable. Pain is quite frequent, and inter 
mediate metabolism is disturbed. The basal metab- 
olism is not increased. If the goiter persists long 
enough, the vagosympathetic system and the heart 
are permanently affected and the symptoms are 
therefore not relieved by operation. Non-hyper 
thyroid goiter acts mechanically by exerting pres 
sure on the pneumogastric and sympathetic. 

Hyperthyroid or toxic adenomatous goiter difiers 
from the non-toxic goiter in being more vascular. 
A simple hyperplasia or hypertrophy of the thyroid 
does not necessarily mean hyperthyroidism. It may 
be compensatory in nature, as in cretinism, or 
limited to certain regions in a non-hyperthyroid 
goiter. A diagnosis based solely on microscopic 
examination may therefore be wrong. The author 
does not believe it possible to make a definite dis- 
tinction between toxic goiter and Basedow’s disease. 
In his opinion these conditions differ in degree 
rather than in nature. 

The most prominent symptoms of toxic goiter are 
the heart disturbances. The condition is chara 
terized by tachycardia, high blood pressure, arrh\ 
thmia, and cardiac dyspnoea. The left heart finally 
hypertrophies. The heart disturbances are due lhe 
yond doubt to an excess of thyroid secretion in the 
blood. They improve greatly or disappear if the 
goiter is extirpated before irremediable changes have 
taken place. 

Adenomatous goiter may be treated medically, 
surgically, or by irradiation. The best medical 
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treatment is the administration of iodine in the form 
of Lugol’s solution. The author regards this treat- 
ment as definitely indicated and without any con- 
tra-indication in exophthalmic goiter. He has never 
seen it aggravate the symptoms. In cases of non- 
hyperthyroid adenomatous goiter he gives ro drops 
of Lugol’s solution a day for ten days and allows an 
interval of a week between treatments. In cases of 
small adenomatous goiter without signs of hyper- 
thyroidism he gives iodine or small doses of thyroid 
extract—2 or 3 ctgm.—daily for fifteen days and 
separates the treatments by an interval of ten days. 
This treatment may be continued for a long time 
without doing any harm. In cases of larger non- 
toxic goiters with signs of mechanical compression, 
operation should be performed at once. Roentgen 
treatment is contra-indicated in adenomatous goi- 
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ters without hyperthyroidism with a normal or 
decreased basal metabolism. In cases of large toxic 
adenomatous goiters with signs of hyperthyroidism 
operation should be performed as soon as possible, 
before irreparable damage is done. Roentgen treat- 
ment may be given if the goiter is small and the 
symptoms not very intense or if operation is contra- 
indicated by the general condition. If hyperthyroid 
goiter is operated on at the right time a cure is ob- 
tained in from 80 to 90 per cent of the cases. The 
mortality is low; at the Mayo Clinic it is barely 1 
per cent. Failure of operation may be due to hyper- 
functioning nodules left behind or a retrosternal 
adenoma not discovered. The author thinks that 
any hypertrophied goiter should be operated on 
after it has resisted medical and roentgen treatment 
for six months. AuprEY Goss Morean, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Egidi, G.: Treatment of Craniocerebral Traumatic 
Lesions Exclusive of Those Due to Firearms 
(Trattamento delle lesioni cranio-cerebrali trau- 
matiche escluse quelle da arma da fuoco). Arch. 
ital. di chir., 1930, xxvii, 789. 

Giacobbe, C.: Treatment of Craniocerebral Trau- 
mata (Except Those Due to Firearms) in Mili- 
tary Medicine (Trattamento dei traumi cranio- 
cerebrali, esclusi quelli da arma da fuoco, in medi- 
cina militare). Arch. ital. di chir., 1930, xxvii, 798. 

Alberti, O.: Roentgen Examination in the Treat- 
ment of Craniocerebral Traumata (II sussidio 
radiologico nel trattamento dei traumi craniocere- 
brali). Arch. ital. di chir., 1930, xxvii, 803. 

Ecini discusses the usual treatment of fractures 
of the skull by revision and cleansing of the wound, 
the removal of foreign bodies and crushed tissue, and 
suture. He states that there is still a difference of 
opinion as to whether the wound should be closed 
primarily or drained. Drainage involves the risk of 
secondary infection, while primary closure involves 
the risk of sepsis from infectious material overlooked 
in the first treatment. 

Hematoma may be diagnosed by cranial puncture 
or by roentgenographic examination made after the 
subdural space and ventricles have been filled with 
gas. In recent cases substitution of air for the spinal 
fluid by the lumbar route is associated with some 
danger. 

In the treatment of threatening cerebral compres- 
sion puncture «* the skull and aspiration may be 
done. The class cal trephination has lost ground 
somewhat in favcur of osteoplastic resection of the 
skull which permiis a certain amount of exploration 
of the skull cavity and the treatment of any lesions 
that may be found. However, exploratory puncture 
has rendered operative exploration less necessary. 
The method of decompression in most common use 
is trephination. 

Among internal remedies, atropin is of value. De- 
hydration may be brought about also by the admin- 
istration of hypertonic salt solution intravenously or 
of magnesium sulphate or salt solution by mouth or 
rectum. Dehydrating therapy is absolutely contra- 
indicated in hypothermia with a rapid pulse due to 
haemorrhage and in the type of shock resembling his- 
tamin shock, cz used by a decrease in the volume of 
the blood from transudation into the tissues. 

In cases of shock associated with cerebral compres- 
sion, treatment is very difficult. In some cases life 
may be saved by the immediate injection of glucose 
solution to combat the shock and puncture of the 
ventricles or lumbar puncture to relieve the cerebral 
compression. When the shock is overcome, dehy- 
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drating treatment with magnesium sulphate should 
be given. 

In general, the treatment should be regulated by 
the pulse and respiration. A pulse above 120 indi 
cates the necessity for fluid, whereas irregular respi 
ration or respiration below 20 indicates dehydration. 
For disturbances of respiration, symptomatic treat 
ment should be given. Death from cerebral trauma 
is respiratory death, but often the medulla does not 
show any demonstrable change, and it is probable 
that the lesions are functional and curable. 

GIACOBBE reviews 257 cases of craniocerebral 
trauma caused by falls from horses, the kick of a 
horse, or aviation accidents. The treatment was 
satisfactory in the early cases and unsatisfactory in 
the cases which were seen late. There were 44 
deaths, a mortality of 17.12 per cent. Twenty-one of 
the deaths occurred within the first thirty-six hours, 
a fact indicating that the great danger in cranio- 
cerebral trauma is not infection, but the degree of 
compression and hypertension. 

ALBERTI emphasizes the importance of co-opera 
tion between the roentgenologist, surgeon, and neu 
rologist in the management of craniocerebral trau- 
mata. He reviews the types of fracture and the 
technical devices necessary to demonstrate them in 
different regions. He discusses the use of encepha 
lography on the basis of 300 cases and shows that 
if a careful technique is employed the procedure is 
free from danger. He states that roentgen treat 
ment may be useful in bringing about more rapid 
absorption of extravasations or newly formed 
connective tissue or in correcting intracranial 
hypertension. 

In the discussion of these reports, BALDO said that 
among 1,064 cases of craniocerebral trauma een 
during the last decade in Milan there were 640 
deaths. In 68 per cent of the fatal cases deat oc- 
curred within the first forty-eight hours and the con- 
dition was so serious that operation would have been 
of no avail. Baldo has no faith in decompressive 
trephination. He emphasized the importance of 
stereoroentgenography, with which even the shadow 
of a hematoma may sometimes be seen. 

LusENA discussed traumatic cepha' hydrocele in 
children, an unusual condition. Heem hasized that 
this should be known by surgeons in or 2r that they 
may operate early and prevent disastrous late effects 
such as epilepsy 1d paralysis. 

GAMBERINI re ewed 132 cases of concussion with 
16 deaths, 59 fra.tures of the vault with ro deaths, 
and 74 fractures of the base with 10 deaths. When 
there were focal symptoms, operation was per- 
formed, but when there were only diffuse signs of 
hyperpressure, derivation was practiced by lumbar 
puncture. 
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SEVERI stated that in cases of fracture of either 
the vault or the base of the skull without signs of con- 
cussion he had found no increase in the blood sugar. 
Glycemia increased with the severity of concussion 
and decreased with improvement in the clinical 
symptoms of concussion. 

" ALESSANDRI advocated operation for cases of de- 
pressed fracture. He stated that in cases in which 
only the internal table is fractured roentgenoscopy, 
particularly stereoscopic roentgenoscopy, is of great 
aid in the diagnosis. In many cases of fracture of the 
base of the skull nothing can be done, but in some of 
them lumbar puncture brings about great improve- 
ment. Alessandri believes that the use of hypertonic 
solutions represents an advance in treatment. He 
thinks that ventriculography and encephalography 
can rarely be used in recent cases and always demand 
great caution. 

Donati said that there is no essential difference 
between civil and military practice in the treatment 
of craniocerebral trauma. He emphasized the im- 
portance of neurological examination and advocated 
subtemporal decompressive trephination, which he 
believes is not dangerous if it is done under local 
anesthesia. He stated that in fracture of the base of 
the skull nothing can be done except decompressive 
trephination and lumbar puncture. He has found 
that epilepsy following trauma is often due to over- 
looked bone fragments or adherent scars. 

SBROzzI reported 72 cases of craniocerebral 
trauma, 43 of them fractures of the base of the skull. 
He stated that in fracture of the base of the skull 
nothing can be done except lumbar puncture. For 
other fractures he recommended early operation and 
complete primary suture. 

Bacoro described his method of filling defects in 
the skull with multiple separate flaps of scalp, peri- 
osteum, and external table. 

CAPPELLI reported cases of psychic disturbances 
developing after craniocerebral trauma. 

Macrass!I said that, in the cases of adults, de- 
pressed fracture should be treated by operation, but 
in the cases of children, conservative treatment 
should be the rule. 

SOLARO described cases of craniocerebral trauma 
in early infancy followed by defects in the skull due, 
not to actual loss of substance, but evidently to dys- 
trophy of the membranous tissue from which the 
bones of the vault develop. In addition to the 
breach in the bone, there were defects in the dura 
mater through which the brain tissue herniated and 
became adherent to the opening in the bone. Solaro 
emphasized that particularly in craniocerebral 
trauma in young children operation is necessary to 
prevent such adhesions. 

D’Acata said that he generally operates in frac- 
ture of the vault of the skull and obtains good results 
even in cases which are severe. In fracture of the 
base of the skull he brings about decompression by 
lumbar puncture or by dehydration with hypertonic 
salt solution or glucose solution. 

Aubrey G. Morcan, M.D. 
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Carrillo, R.: Roentgenography of the Fourth 
Ventricle (La radiografia del cuatro ventriculo). 
Bol. inst. de clin. quir., 1930, vi, 227. 

The value of ventriculography with air or lipiodol 
has been demonstrated in lesions of the anterior and 
middle fossee. Just as processes in the anterior and 
middle parts of the brain cause changes in the form 
and position of the third and lateral ventricles, 
lesions of the cerebral and cerebellar peduncles and 
in general all lesions below the tentorium cause de- 
formities of the fourth ventricle. In the study of the 
fourth ventricle lipiodol must be used because air 
is so light that it rises to the lateral ventricles and 
the mastoid cavities are so near that even if air is 
demonstrated it is not conclusive. Moreover, air 
causes intense meningeal reactions, whereas lipiodol 
does not, and air is very difficult to inject into so 
small a cavity as it tends to escape through the 
puncture opening. 

The lipiodol demonstration of the fourth ventricle 
is particularly important as it helps in the diagnosis 
of diseases of the cerebellar fossa which are very 
difficult to diagnose clinically. 

The normal ventricle may be square, triangular 
with the vertex backward, oval, or triangular with 
the vertex upward and an undulant base. Tumors 
and inflammations of the region cause changes in 
the position and form of the shadow. The aqueduct 
of Sylvius may be completely or partially obstructed 
or displaced from the midline. Changes in the lower 
pole or lower vertex of the ventricle are due to ob- 
struction of the foramen of Magendie ox the posterior 
cerebellomedullary cistern. Changes in the lateral 
recess of Reichert or Luschka’s foramen on one or 
both sides may be caused by tumors of the lateral 
lobes of the cerebellum, arachnoiditis localized in 
the lateral angle of the ventricle, or choroiditis. 
Hydrocephalus may cause enlargement of the ven- 
tricle without particularly changing its shape. 
Arachnoiditis sometimes changes the shape of the 
ventricle so that it cannot be recognized. 

The article is very profusely illustrated with 
roentgenograms and diagrammatic sketches showing 
the form of the ventricle under normal conditions 
and various pathological conditions. 

AuprEY Goss Morcan, M.D. 


Balado, M.: Clinical and Roentgenological Anat- 
omy of the Third Ventricle (Anatomia clinica y 
radiolégica del tercer ventriculo). Semana méd., 
1931, XXXVili, 413. 

This article reports a study of the third ventricle 
in a living subject by means of the intraventricular 
injection of air and lipiodol. 

From the point of view of neurological surgery, 
the form of this cavity is of extreme importance as a 
change renders possible the localization of nearby 
anatomopathological processes. 

Ventriculography with air and lipiodol is harmless. 
It gives more constant results than the use of air 
alone as the lipiodol rarely escapes from the ventri- 
cles, fills certain angles with greater facility, and 
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outlines the ventricular system very clearly. The 
author knows of no disadvantages in its use. Be- 
cause of the extreme difficulty of diagnosis in cranial 
surgery, he extends the indications to all cases of 
cerebral lesions requiring surgical treatment. 

Following Dandy’s technique, a puncture is made 
in one of the occipital horns of the cerebral ventri- 
cles, a portion of the cerebrospinal fluid is extracted, 
and 4 c.cm. of lipiodol are injected. During the in- 
jection, the patient rests face downward with the 
head on a slightly higher plane than the body and the 
feet on a lower plane in order to decrease the cranial 
pressure. Local anesthesia is employed. A _hori- 
zontal incision is made following the line of the 
occipital curve until its median end is 3 cm. above 
and outside of the exterior occipital protuberance. 
All of the planes are incised down to the bone and 
an opening is then made with a trephine. The dura 
mater is raised by means of a needle and divided 
radially. The cerebral cortex of the occipital pole 
and the ventricular quadrant are punctured toward 
the upper edge of the ear. Thereupon the cere- 
brospinal fluid immediately gushes out of the end of 
the needle. The intraventricular pressure is meas- 
ured by means of Claude’s manometer. The cere- 
brospinal fluid is removed until the patient com- 
plains of pain in the orbital and frontal regions. 
The extracted fluid is then measured and 4 c.cm. 
of lipiodol are injected. 

In cases of bilateral hydrocephalus the cerebro- 
spinal fluid is removed easily and in abundance, 4 
c.cm. of lipiodol are injected, and a half or a third 
of the extracted fluid is replaced by air. 

When the ventricular cavities are slightly dilated, 
only lipiodol is injected. 

When the ventricular cavities are narrow, the 
cerebrospinal fluid is gradually replaced by lipiodol. 

Following the injection the patient is taken to the 
X-ray room and placed in ventral decubitus with 
the head elevated about 45 degrees. Roentgeno- 
grams are then taken with the principal ray passing 
through the anteroposterior axis of the skull. 

The images obtained vary greatly in clearness 
according to the shape of the third ventricle. When 
the ventricle is narrow and the foramina are per- 
meable, the image is perfect, but when the ventricle 
is dilated, the image is indistinct and the lipiodol 
does not pass below the obstruction. 

WILutAM W. WHITELOCK, PH.D. 


Penfield, W.: The Classification of Brain Tumors 
and Its Practical Application. Brit. M.J., 1931, 


i, 337- 


The author classifies gliomata according to the 
developmental and pathological cell types into 
neuro-epitheliomata, multiform spongioblastomata, 
medulloblastomata, oligodendrogliomata, polar 
spongioblastomata, astroblastomata, astrocytomata, 
and ependymomata. 

Neuro-epitheliomata. The tumors are character- 
ized by the formation of neuro-epithelium, often in 
the shape of true rosettes. They are the medullo- 


epitheliomata and neuro-epitheliomata of Bailey and 
Cushing. 

Multiform spongioblastomata. Multiform spongio- 
blastomata are common, rapidly growing tumors 
characterized by a variety of cell forms. Thev have 
been called gliosarcomata, glioblastomata, and mul- 
tiform and polymorphous gliomata. They usually 
show small cells like apolar spongioblasts. The pres- 
ence of Nissl’s plump astrocytes and giant cells is 
characteristic. Most characteristic, however, are 
curious glomerulated out-buddings of the blood ves- 
sels, widely scattered areas of focal necroses, and 
small cysts. 

Medulloblastomata. Medulloblastomata are the 
cellular tumors most frequently found in the cere- 
bellum of the child. As the author was unable to 
find any neuroblasts in these tumors, he believes 
they are made up of apolar (migratory) spongio- 
blasts instead of indifferent cells. 

Oligodendrogliomata. Oligodendrogliomata are 
cellular neoplasms, but are much more differentiated 
than medulloblastomata. Their type of cell is not 
the oligodendroglia, but the more embryonic oligo- 
dendroblast. The cells are difficult to impregnate. 
but there may be pericellular halos quite easy to 
recognize and resembling the halos seen in acute 
swelling of oligodendrocytes in the brain. The 
tumors grow very slowly and often contain scat 
tered areas of calcification. They are found in the 
cerebral hemispheres, where they infiltrate the brain 
in such a manner that no definite line of demarca 
tion can be seen. 

Polar spongioblastomata. Polar spongioblastomata 
are composed of elongated cells with tail-like ex 
pansions which may be mistaken for fibers. These 
tumors have been called neurinomata centrale or 
unipolar spongioblastomata. The cells are usually 
bipolar, but occasionally are unipolar or multipolar. 
Degeneration and cyst formation are frequent, but 
mitoses are rare. The neoplasms grow slowly and 
are most frequently encountered in the cerebellum. 

Astroblastomata. Astroblastomata present a char- 
acteristic arrangement of cells about blood vessels 
and connective tissue septa. The nuclei leave a 
zone free about the vessel. Successful staining with 
silver discloses long vascular foot processes like the 
astroblasts in newborn mammals. These tumors 
grow moderately slowly, but may contain mitotic 
figures. 

Astrocytomata. The author does not subdivide 
astrocytomata into fibrous and protoplasmic types 
as he has found them to contain neuroglia fibers. 
They rarely contain cells that resemble astrocytes 
of the nervous system. Instead, the type of cell is 
what Penfield calls the piloid astrocyte, which ap- 
pears in the brain in old scars and in columnar 
sclerosis. Mitoses are rare, but the formation of 
large cysts is frequent. These are the most benign 
and the most common of all gliomata. 

Ependymomata. Ependymomata are slowly grow- 
ing tumors which are frequently difficult to remove 
because of their deep situation. Their histological 
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characteristic is the production of ependyma in rings 
or epithelial sheets. They frequently have their 
origin in the midline of the cerebellum. They are 
more common in the spinal cord than in the brain. 

In general, the gliomata arising within the brain 
do not pass outward through the pia mater, and 
conversely, the tumors of the meninges and nerve 
sheaths arising within never pass outward through 
the pia mater. 

The author divides the sheath tumors into three 
groups: (1) meningeal fibromata, (2) perineurial 
fibromata, and (3) neurofibromata. 

The meningeal fibroblastomata, also known as 
dural endotheliomata, psammomata, meningiomata, 
and arachnoidal fibroblastomata, are attached to, 
and vascularized by, the dura. The histological 
structure most characteristic of these tumors is a 
whorl formation such as occurs in arachnoidal tufts. 
Meningeal fibroblastomata may invade the skull, 
causing bone thickening, but they do not enter the 
brain. These tumors grow slowly and may recur 
after many years if they are not completely removed. 

Perineurial fibroblastomata arise from the con- 
nective tissue sheaths of nerves, particularly those 
of nerve roots. They develop most frequently from 
the sheath of the root of the eighth cranial nerve. 
Histologically, the nuclei tend to form characteristic 
palisades. These neoplasms do not metastasize, but 
they frequently degenerate and become necrotic at 
the center. They do not yield to X-ray treatment 
like gliomata. 

Neurofibromata may appear on any nerve and 
are multiple. Histological examination shows nerve 
fibers running through these tumors, whereas in 
perineurial fibroblastomata the nerve fibers pass 
around the capsule. The treatment depends upon 
the location of the neoplasms. Neurofibromata may 
undergo sarcomatous change. 

The author concludes that clinical judgment and 
therapeutic insight can be based only upon histo- 
logical study. RosBert ZOLLINGER, M.D. 


Globus, J. H.: Tumors of the Quadrigeminate 
Plate: A Clinico-Anatomical Study of Seven 
Cases. Arch. Ophth., 1931, v, 418. 


The author discusses briefly the important nerv- 
ous structures in the region of the midbrain which is 
roofed by the quadrigeminal plate. Tumors in this 
region cause early compression of the narrow aque- 
duct of Sylvius with resulting obstructive hydro- 
cephalus and signs of increased intracranial pressure. 
Symptoms of localizing value due to compression of 
the geniculate bodies, oculomotor and red nuclei, 
and pyramidal tracts usually follow in rapid suc- 
cession. Asa rule there are signs pointing to involve- 
ment of the neighboring cerebellum. Occasionally 
there are disturbances from distention of the floor 
of the third ventricle. 

_ The author reports the clinical and autopsy find- 
ings in seven cases. In six cases death followed an 
unsuccessful attempt to remove the tumor by 
operation and in one case it followed lumbar punc- 


ture performed shortly after the patient’s admission 
to the hospital. Histological examination showed 
that the tumors arose from the pineal gland or 
embryonic rests of that organ. 

Leo M. Davivorr, M.D. 


Heuer, G. J., and Vail, D. T., Jr.: Chronic Cisternal 
Arachnoiditis Producing Symptoms of In- 
volvement of the Optic Nerves and Chiasm: 
Pathology and Results of Operative Treatment 
in Four Cases. Arch. Ophth., 1931, Vv, 334. 

Heuer and Vail call attention to a group of cases 
with rapid failure of vision, primary optic atrophy, 
and constriction, not characteristically bitemporal, 
of the visual fields. In the four cases they report in 
this article, operation revealed opacity and thicken- 
ing of the leptomeninges over the cortex, a similar 
disturbance around the optic chiasm, adhesions 
around the optic nerves, and distention of the 
cisterna chiasmatis by cerebral fluid. No evidence 
of tumor was found in the chiasmal region in spite of 
careful search. After liberation of the adhesions and 
evacuation of the cisterna chiasmatis, remarkable 
improvement in visual acuity was noted while the 
patients were still in the hospital. The improvement 
was still maintained when the patients were last 
seen three years, one year, eleven months, and one 
and a half months after the operation. 

The authors believe that the condition is a gener- 
alized process which produces symptoms when it 
becomes particularly marked in a given area —in 
their cases, the region of the chiasma—and that 
chronic cisternal arachnoiditis should be included 
among the conditions giving rise to the chiasmal 
syndrome. Leo M. Daviporr, M.D. 


Martin, R. C.: Intratemporal Suture of the Facial 
Nerve. Arch. Ololaryngol., 1931, xiii, 259. 


For the relief of peripheral facial paralysis fol- 
lowing mastoidectomy in which the nerve has been 
cut in the facial canal, anastomosis with the ac- 
cessory or hypoglossal nerve has been performed. 
However, because of the consequent atrophy of the 
muscles supplied by these nerves and the new asso- 
ciated movements with the face and shoulder or the 
face and tongue, the results have not been entirely 
satisfactory. The best results are obtained by end- 
to-end intratemporal anastomosis of the facial nerve 
such as was first done successfully by Bunnell in 
1927. 

The diagnosis of section of a nerve is of extreme 
importance. Facial paralysis following mastoidec- 
tomy may be due to cutting or bruising of the nerve, 
hemorrhage, or exudates. Paralysis due to cutting 
appears as soon as the patient recovers from the 
effects of the anesthetic. That due to haemorrhage 
may appear equally early. Paralysis due to bruising 
or to exudates appears usually within an hour or 
two after the operation. 

The operation described is recommended only for 
nerves cut at a point distal to the geniculate gan- 
glion. This site of section can be determined by 
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testing the taste sense of the tongue. To allow for 
spontaneous recovery, the operation for suture of 
the nerve should not be attempted until several 
months after healing of the mastoidectomy wound. 
The results of the suture are first noted about eight 
months later. 

In conclusion the author says that this method 
may prove of value as a decompressive procedure 
in cases of Bell’s palsy in which the patient fails to 
recover. Davin J. Iupastato, M.D. 


PERIPHERAL NERVES 


Cailliau, F.: The Anatomical Forms of von Reck- 
linghausen’s Disease (Les formes anatomiques de 
la maladie de Recklinghausen). Amn. d’anat. path., 
1930, Vli, 107. 

Following a review of the literature on Reckling- 
hausen’s disease, the author reports seven cases. 

According to von Recklinghausen’s original con- 
cept, the condition is a neoplasia of the perineurium 
with splitting of the bundles and substitution of neo- 
plastic tissue for nerve fiber. Later the source of the 
tumors was considered to be the neurolemma cells. 
A similarity was noted between the disease and mul- 
tiple meningiomata, cerebral glioma, and ganglio- 
neuroma. This similarity first suggested that von 
Recklinghausen’s disease belongs to a group of neural 
dysgeneses, central as well as peripheral. A vascular 
sympathetic origin was suggested by a case of nodu- 
lar periarteritis developing in a family with a history 
of von Recklinghausen’s disease. 

In the author’s seven cases most of the tumors 
were apparently of vascular origin; at least the ves- 
sels were masked by fibrous elements. 

In Case 1, the patient presented a pigmented 
dermal fibromatosis and pseudo-atrophic plaques. 
Most of the lesions had been present since birth. 
Many of them resembled vascular nevi. The viola- 
ceous depressed plaques gave way before the finger 
until a fibromatous foundation was reached. In addi- 
tion to the skin lesions, examination revealed a cleft 
soft palate, a submaxillary ranula, and endocrine 
disturbances manifested by exophthalmos and hy- 
perhidrosis. On the whole the histological structure 
of the tumors was that of highly vascular fibromata. 
No glial tissue was seen. The adventitia of the blood 
vessels was unusually thick. Though hair follicles 
were absent, sweat glands were present and staining 
was positive for elastin. Penetrating the tissue were 
normal axons with a neurolemma. Possible sources of 
the tumors were the vessel adventitia, the periglandu- 
lar sheaths, and the neurolemma cells. 

Case 2 was that of a subject who had had pig- 
mented maculex since birth and had developed a 
multiple fibromatosis during the last two years. Defi- 
nite evidence of acromegaly included the usual bone 
changes and enlargement of the sella. Biopsy sug- 
gested that the tumors were gliomata. Asa rule the 
cells of peripheral gliomata divide longitudinally and 
actively, and their nuclei are more granular than 
those of the central tumors. The tumors in this case 


resembled central gliomata in lacking these two 
characteristics and also myelin. In places, the blood 
vessels formed telangiectatic groups and showed 
thick walls and many-layered endothelium. The 
gliosis about the vascular lesions resembled the 
splenic capsule about the splenic vessels. 

In Case 3 the subject was mentally deficient and 
presented pigmented tumors. Biopsy showed the 
tumors to be gliomata of the small-celled type with 
few fibers. Asin central gliomata, myelin was absent 

In Case 4, which clinically resembled von Reck- 
linghausen’s disease, biopsy suggested that the tu- 
mors were formed from neuron elements. Besides a 
few normal nerves, masses of myelinated or unmyeli- 
nated axons and masses of neurolemma elements 
were present. The vessels showed only one endo 
thelial layer and were nearly normal. Collagenous 
staining was marked, and the fibrous capsule was 
unusually heavy, suggesting necrosis of neural tissue 
and fibrous repair. 

In Case 5, the microscopic sections resembled 
those of sympathetic ganglioneuromata. Among nu 
merous ordinary collagenous fibers were ganglion 
cells and unmyelinated axons. The vascular changes 
were important. The many-layered endothelium and 
the other tunics were infiltrated with glial cells, sug 
gesting that the tumors may have arisen from the 
vascular sympathetics. 

In Case 6 the clinical picture resembled that of von 
Recklinghausen’s disease, but the microscopic find 
ings suggested gliosarcoma. However, a vascular 
origin of the tumors could not be excluded. 

Case 7 was not typical clinically. The lesions were 
only multiple pigmented nevi. Biopsy revealed a 
matrix of neurolemma elements and a few axon- or 
dendron-bearing cells. In places there were cellular 
masses giving the cholesterin reactions for xanthoma. 
These cells were reticulated as are Gaucher’s cells or 
the cells in the peritrabecular spaces of the liver. 

Curtis NELson, M.)D 


Cornil, L., and Raileanu, C.: Hyperplastic and 
Progressive Schwannosis (La schwannose hyper 
plastique et progressive). Ann. d’anat. path., 1931, 
Vill, 39. 

The authors describe in detail the histological 
findings in a case of progressive hyperplastic schwan 
nosis. This disease was described clinically in 1803 
by Dejerine and Sottas under the name “‘intersti- 
tial progressive neuritis of childhood,” and is one 
of the forms of progressive hypertrophic neuritis. 
In the author’s case it began at the age of eighteen 
years. Both the upper and the lower limbs showed 
amyotrophy. There was no hereditary or familial 
history suggesting the condition. The predominating 
lesions in the nerve trunks were in Schwann’s cells. 
The myelin content had degenerated, and the ceils 
had begun to proliferate around the axis cylinders. 
Some of the axis cylinders showed ordinary second 
ary changes. The interstitial tissue and the vessels 
were not actively involved in the . degenerative 
process. 
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The essential character of the lesion is its ex- 
clusive involvement of Schwann’s cells. The pro- 
liferation of the Schwann cells seems to result from 
the loss of myelin. The cells hypertrophy in an 
effort to supply the lack of myelin, but the restora- 
tion is not sufficient and the axis cylinders undergo 
secondary degeneration. 

The authors suggest calling the condition “‘pro- 
gressive hyperplastic schwannosis” to differentiate 
it from schwannitis and schwannomata. 

AupDrEY G. Morcan, M.D. 


MISCELLANEOUS 


Dimitri, V.: Acute Ascending Paralysis (Paralisis 
ascendente aguda). Rev. de especialidades, Asoc. 
med. argent., 1930, Vv, 1186. 


The author reports three cases of acute ascending 
paralysis (Landry’s paralysis). In the first case, that 
of a man sixty-five years of age who gave a history of 
syphilis, autopsy showed serious lesions of the 
medulla and pons, but no involvement of the pe- 
ripheral nerves or the higher parts of the cerebrum. 
Both hemorrhage and acute cell degeneration were 
found. The chronic process on which the acute one 
developed was a meningomyelitis probably due to 
syphilis. 
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The second case was that of man fifty-eight years 
of age who was an alcohol addict. This case shows 
that there is a close relationship between certain 
forms of Landry’s paralysis and Wernicke’s superior 
hemorrhagic polio-encephalitis. Severe ocular pa- 
ralysis was caused by hemorrhage and cell degenera- 
tion in the central nervous system. 

In the third case, that of a man forty years of age, 
the condition was evidently the result of diphtheria 
followed by polyneuritis. The diphtheria was treated 
intensively with serum. The subsequent polyneu- 
ritis seemed to be decreasing, but after a few days in 
which nervous phenomena were absent acute symp- 
toms developed suddenly and were soon followed by 
death. 

These cases demonstrate that chronic intoxica- 
tion, particularly alcoholism, favors the causation of 
acute symptoms by any new toxi-infectious agent. 
The pathological lesions vary in different cases, but 
are predominantly in the medulla. In two of the 
cases reported the brain changes were not marked, 
but such changes must be taken into consideration in 
the interpretation of the clinical picture. As neither 
clinical observations nor histological examination 
shows the exact nature of the disease, this remains to 
be determined by experimental inoculation. 

AuprEY Goss Morcan, M.D. 
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CHEST WALL AND BREAST 


Alexander, J.: Traumatic Pectus Excavatum. 
Ann. Surg., 1931, xciii, 489. 


Fracture of the flexibly suspended sternum is fre- 
quently fatal. Malposition of fresh fractures of the 
sternum may be corrected by posture, traction with 
hooks, or open operation, but recurrence of the de- 
formity may be difficult to prevent because, on 
account of the break in the continuity of the thoracic 
cage, the constant in-pulling action of the normal 
intrathoracic pressure is increased. 

The most common type of pectus excavatum is the 
congenital, but even when this type is marked it does 
not cause troublesome symptoms. When severe 
symptoms such as dyspnoea, pain in the cardiac 
region or referred therefrom, palpitation, or dis- 
turbance of cardiocirculatory function occur, opera- 
tion may be indicated. 

The author reports two cases of traumatic pectus 
excavatum which were treated surgically. In one, 
the deformity was reduced by extensive division of 
the sternum, ribs, and cartilages followed by suspen- 
sion of the fragments from a special frame. In the 
other, it was corrected by resecting most of the body 
of the sternum and the accompanying costal 
cartilages. Witser Bartey, M.D. 


Crile, G. W.: An Analysis of 1,347 Cases of Malig- 
nant Tumors of the Breast. J .-Lancet, 1931, li, 99. 


In the consideration of any tumor of the breast 
it must be borne in mind that the neoplasm may be 
the starting point of a malignant growth. 

Cancer of the breast is generally believed to be 
most frequent between the forty-sixth and fifty- 
sixth years of life, but may occur at any age. In 
the series of cases reviewed by the author, the ages 
of the patients ranged from twenty to eighty-seven 
years. 

Heredity is of little importance in the develop- 
ment of cancer. The extent to which trauma pre- 
disposes to it is uncertain. 

Unless a cancer of the breast has been preceded 
by a precancerous lesion there are no demonstrable 
symptoms or signs of the cancer in its earliest 
stages. 

Biopsy is never justified, for while it has not been 
definitely proved, it is highly probable that cutting 
into cancer tissue disseminates the disease. It is 
always safer to remove the tumor in its entirety 
than to cut into it. If this cannot be done without 
removing the entire breast, the entire breast should 
be removed. If the tumor is found to be malignant, 
the radical operation may then be completed. 

The younger the patient the less favorable the 
prognosis. 


When once the diagnosis of tumor of the breast 
has been made, operative treatment should not be 
delayed. 

The axillary dissection should be done in such a 
manner as to allow a clear view of all of the glands, 
Not a single axillary gland should be left behind. 

Portmann found that in untreated cases of cancer 
of the breast the average duration of life is three 
years. When a radical operation is performed, about 
38 per cent of the patients remain free from the 
disease for the natural duration of life and about 
30 per cent will survive for five years. Intensive 
crossfire postoperative irradiation is harmful, but 
as a result of repeated superficial doses at least 10 
per cent more patients may be expected to survive 
for five years than when irradiation is not given. 
Gratifying results may be obtained from irradiation 
in hopelessly advanced cases. 

The author presents statistical tables on the age 
incidence of malignant tumors of the breast, the 
length of time between the discovery of the tumor 
and operation, the end-results of treatment, and the 
sites of recurrence and metastasis. 

J. FRANK Doucuty, M.1) 


Wainwright, J. M.: Muscle Involvement in Breast 
Cancer; Its Relation to Primary Radium 
Treatment. Surg., Gynec. & Obst., 1931, lii, 549. 


Modern methods of study have shown that the 
pectoral muscles are involved in about 60 per cent of 
cases of breast carcinoma. Wainwright has found 
muscle involvement in 156 cases. The death rate in 
this group was very high. Of 121 patients who were 
operated upon at least eighteen months ago, 96 were 
traced. Of these, 71 (74 per cent) were dead; exactly 
one-half died within eighteen months after the 
operation. Only 5 of the 71 patients lived over three 
years, and only 2 lived over five years. Of the 35 
patients in the group with multiple involvement who 
were still alive after eighteen months, 6 were known 
to have recurrences. 

Wainwright has found that the earliest lymph 
metastasis in carcinoma of the breast occurs in a 
lymph node on the anterior surface of the pectoralis 
major muscle and not behind the edge of the muscle 
in the axilla, as was formerly supposed. In many 
cases he has been able to demonstrate metastases in 
the substance of the breast at varying distances from 
the primary growth. These findings show the 
futility of treating operable cases of carcinoma of the 
breast with radium or the X-rays. It is obvious that 
irradiation directed toward the primary tumor will 
not destroy metastatic lesions in the muscle and in 
other parts of the breast at a considerable distance 
from the primary growth. The author therefore ad- 
vocates radical mammectomy according to the 
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principles as laid down by Halstead, Meyer, and 
Handley for the treatment of breast carcinoma. 
ALTON OCHSNER, M.D. 


Keynes, G.: The Radium Treatment of Primary 

"Carcinoma of the Breast. Edinburgh M.J., 1931, 

XXXVili, 19. 

Keynes states that X-ray irradiation has been 
thoroughly tried and found wanting in the treatment 
of malignancy. He believes that very few would 
advocate its use for primary carcinoma. Radium 
therapy of tumors is of three types: (1) surface 
irradiation, in which the radium is placed at a 
measured distance from the skin on Columbia paste, 
(2) irradiation by the bomb method, and (3) inter- 
stitial irradiation, in which platinum needles con- 
taining the radium are introduced into the tissues. 
The author prefers interstitial irradiation. 

At St. Bartholomew’s Hospital, London, inter- 
stitial irradiation was first used in the treatment of 
primary carcinoma of the breast in August, 1924. 
The technique of inserting the needles is described. 
The standard period of irradiation is seven days. 

The author reviews 138 cases of primary car- 
cinoma of the breast which were treated with 
radium. Of the 98 patients with an operable tumor, 
81 were still alive and no fewer than 45 were free 
from signs of the disease in 1930. Of the 4o patients 
with an inoperable tumor, 23 have survived for 
periods up to more than six years and only 6 have 
any discoverable signs of a tumor. 

A tumor which is ulcerating before treatment 
usually heals up rapidly after irradiation with cor- 
rect dosage. The malignant cells are destroyed and 
the normal cells are left. The disappearance of the 
tumor is not immediate. Frequently the full results 
of the treatment are not obtained until after from 
four to five months. 

In some of the cases reviewed the breast was re- 
moved for various reasons after the radium treat- 
ment. On histological examination the tumor mass 
was found replaced by fibrous tissue. In 1 specimen, 
however, some carcinoma cells remained. One 
patient went through a normal pregnancy after the 
radium treatment and shows no evidence of re- 
currence one and a half years after delivery. The 
author regards pregnancy as a crucial physiological 
test of the efficacy of radium treatment. 

Ear O. Latimer, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Steinberg, I. R., and Passalacqua, H. A.: Hernia of 
the Mediastinum from Artificial Pneumo- 
thorax (Hernia del mediastino por neumotérax 
artificial). Semana méd., 1931, XXxxviii, 152. 

There are two culs-de-sac in the mediastinum, one 
anterior and superior, which, in the fetus, is filled 
by the thymus, and one posterior and inferior be- 
tween the descending aorta and the heart. These 
are weak points which, under the pressure of the gas 
insufflated in the induction of artificial pneumo- 
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thorax, may herniate into the opposite side. In the 
majority of cases the hernia occurs in the upper 
anterior cul-de-sac. While the formation of such 
hernix is favored especially by positive pressure, in 
one of the authors’ cases the pressure had always 
been negative. The hernia generally appears within 
a year after the induction of the pneumothorax. 

The pneumatocele is generally not suspected 
unless a roentgenogram is taken. When it is quite 
large it may cause'a syndrome of pneumothorax in 
the upper parasternal region on the side opposite 
the one treated. This syndrome is characterized by 
dyspnoea, a decrease or abolition of vocal fremitus, 
tympanism, a decrease or abolition of breath sounds, 
and an amphoric sound. Sergent describes rales at 
the hilar region on the side opposite the pneumo- 
thorax. There are no characteristic subjective 
symptoms. 

The roentgenogram shows a clear zone in the 
upper parasternal region of the side opposite the 
pneumothorax, which is surrounded by a dark line 
with its concavity directed toward the mediastinum. 
The hernia is visible during expiration, particularly 
when expiration is forced, and disappears or de- 
creases during inspiration. The pneumothorax 
treatment need not be stopped on account of the 
hernia, but positive pressure should be avoided and 
the collapse maintained with low pressures. Air 
should not be withdrawn, but the time between 
insufflations should be increased. 

AupDREY Goss MorGan, M.D. 


Bull, P.: Thoracoplasty in the Treatment of Pul- 
monary Tuberculosis. Acta chirurg. Scand., 1931, 
Ixvi, 553. 

From the results of his study of thoracoplasty in 
the treatment of pulmonary tuberculosis the author 
draws the following conclusions: 

1. Patients with unilateral or practically unilateral 
pulmonary tuberculosis, in whom artificial pneumo- 
thorax cannot be induced or does not yield the de 
sired results, may be cured by complete or partial 
extrapleural thoracoplasty alone or combined with 
pneumothorax or exeresis of the phrenic nerve. 

2. The operation should be undertaken only after 
the physician in charge of the case has been able to 
form a definite opinion on the prognosis from a con- 
siderable period of observation. 

3. The operation can be performed only if the 
other lung shows no clinical evidence of tuberculosis 
or shows only slight and stationary signs of the 
condition. 

4. Extrapleuralthoracoplasty is carried out through 
a paravertebral incision, with resection of the ribs, 
from the eleventh or tenth to the first, inclusive. 

5. The resection of the ribs must be done as far 
back as possible—right up to the transverse proc- 
esses of the vertebra. 

6. The two-stage operation has a lower mortality 
than the one-stage operation. 

7. The operation does not cause noteworthy per- 
manent discomfort. 
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8. The choice between a local and general anes- 
thetic does not seem to affect the results appreciably. 

g. Thoracoplasty is indicated when improvement 
has not followed sanatorium treatment for three or 
four months and artificial pneumothorax cannot be 
induced with success. 

10. Recurrent hemoptysis constitutes an addi- 
tional indication for the operation. 

11. Chronic cavities as large as, or larger than a 
walnut heal more rapidly and surely after operation 
than after expectant treatment. 

12. If a cavity does not collapse completely after 
thoracoplasty it may be made to collapse by pneu- 
molysis and the use of a fat graft or a paraffin filling, 
plugging with tampons, or drainage. 

13. The chronic productive forms of pulmonary 
tuberculosis are best suited to thoracoplasty. In the 
purely exudative forms operation is dangerous. 

14. From 35 to 45 per cent of patients who cannot 
be saved by other means are rendered fully fit for 
work by thoracoplasty. 

15. About 20 per cent are benefited by the opera- 
tion, but ultimately die of tuberculosis. 

16. About 16 per cent derive no benefit from the 
operation. 

17. About 6 per cent die as the result of the opera- 
tion, i.e., within eight weeks. 

18. All sanatorium physicians and general prac- 
titioners should know the indications for, and the 
results of extrapleural thoracoplasty. 


Maurer, A.: Thoracoplasty in the Treatment of 
Pulmonary Tuberculosis (La thoracoplastie dans 
le traitement de la tuberculose pulmonaire). J. de 
chir., 1930, xxxvi, 857. 

The indications for thoracoplasty are pulmonary 
and pleural. The one pulmonary indication is a 
lesion which will at some time threaten life. The 
operation is contra-indicated by bilateral pulmonary 
lesions unless the lesions in one lung have remained 
inactive for several months. It is contra-indicated 
also by active ulcerocaseous tuberculosis and, with 
the exception of the larynx, the involvement of 
another organ besides the lung by active tubercu- 
losis. Persons with emphysema or sclerosis of the 
sounder side, marked cachexia, and obesity are 
questionable risks. Contra-indications presented by 
the pleural cavity are a pleural effusion complicating 
an artificial pneumothorax, a purulent effusion with 
perforation of the lung during artificial pneumo- 
thorax or oleothorax, and pleural fistula with or 
without perforation of the lung. In cases of pleu- 
ral effusion complicating pneumothorax the pleu- 
ral effusion should be drained by repeated punctures 
or, if there is marked infection, by pleurotomy. How- 
ever, pleurotomy should be deferred as long as 
possible. In perforation of the lung into an oleo- 
thorax or artificial pneumothorax the choice of 
time for thoracoplasty is difficult because the exu- 
date may subside after repeated punctures or may 
later produce adhesions rendering thoracoplasty in- 
effective. In cases of pleural fistula complicating 


perforation of the lung, pleurotomy in a dependent 
part of the cavity may be done before thoraco- 
plasty. 

With regard to the technique of thoracoplasty, it 
is emphasized that resection of the ribs posteriorly 
at the costotransverse articulation gives greater 
collapse of the lung than resection of the same 
length of ribs anteriorly. Local anesthesia should 
be employed for the operation. 

The author describes the technique of an upper 
paravertebral thoracoplasty, a more extensive tho- 
racoplasty with resection of the transverse proc- 
esses and juxtavertebral segments of the ribs, a 
more extensive thoracoplasty with resection of the 
anterior costal arcs, and inferior paravertebral 
thoracoplasty. 

1. Upper paravertebral thoracoplasty. As a rule 
the first to sixth ribs are resected. The subject 
usually lies on the sound side with a pillow under 
the lower ribs and the elbow of the diseased side on 
a pillow in front of the chest to bring the scapula 
forward. However, a subject liable to attacks of 
productive coughing sits up with his head against a 
support to prevent the extrance of exudate into the 
bronchi of the sound side. The incision is made 
from a point half way between the scapular spine 
and the nearest spinous process to a point halfway 
between the scapular angle and the nearest spinous 
process. After section of the iliocostalis insertions, 
the sacrospinalis is retracted toward the spine. The 
costotransverse articulation is separated and the 
rib is sectioned posteriorly at this articulation and 
anteriorly as far as it is exposed or as is indicated 
by the size of the lesion. The first rib is sectioned 
first anteriorly 2 or 3 cm. from the costotransverse 
articulation with avoidance of the eighth cervical 
and first thoracic nerves and the thyrocervical trunk 
and then severed posteriorly at the articulation. 

2. Thoracoplasty with resection of the transverse 
processes and juxtavertebral segments of ribs. In the 
removal of the transverse processes and the first to 
sixth ribs, the sacrospinalis muscle is retracted from 
the transverse processes which are first separated 
from the ribs and divided at the base with a chisel. 
The rib is then divided opposite the base of the 
process posteriorly and severed anteriorly as far as is 
indicated by the lesion unless the rib has been re 
moved in a previous operation. 

3. Thoracoplasty with resection of anterior arcs of 
ribs. As a rule the first to sixth ribs are resected. 
With the subject on his back, the incision is made 
along the lateral side of the pectoralis major. [he 
ribs are resected from the lateral border of the 
pectoralis minor to the serratus anterior. If this 
operation has been preceded by thoracoplasty 0! the 
first type, all of the anterior portion of the ribs may 
be removed from the costochondral junction anter!- 
orly to its previously divided end posteriorly. !or 
resection of the first or second ribs the tendon oi the 
pectoralis minor is divided and the axillary veins are 
retracted. Resection of the first rib materiall, in- 
creases the risk, but permits greater apical collapse 
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y. The lower paravertebral thoracoplasty. The 
sixth or seventh to the eleventh ribs are usually 
resected. The technique is similar to that of the 
thoracoplasty of the second type except that the in- 
cision ends at a point from to to 12 cm. from the 
spine on the eleventh rib. 

The resections should be proportionate to the 
lesions. A partial resection of Type 1 (fewer than 
five or six ribs) is suitable for a small apical cavity, 
and a partial resection of Types 1 and 3 is indicated 
for a large cavity with only slight suppuration. 
Resection of Type 2 is indicated for lesions near the 
posterior mediastinum, and resection of Types 1 
and 4 for complete involvement of the lung or a 
large cavity with a fluid level. The stages of the 
operation should not be separated by more than 
fifteen days as longer intervals favor the formation 
of harmful calcifications. 

Stability of the shoulder should be always kept in 
mind. The levator scapule should be carefully 
guarded in all incisions at the level of the spine of 
the scapula, the rhomboids should be divided at a 
sufficient distance from the scapula to allow good 
closure, and if the pectoralis minor has been divided 
it should be carefully resutured. 

In 54 cases in which ros thoracoplasties were done 
there were 4 deaths. One occurred three days 
after the operation from generalized tuberculosis on 
the side operated upon, 1 from acute nephritis, 1 
from hemoptysis, and 1 from pulmonary embolism. 
There were no deaths from shock. 

Curtis NELSon, M.D. 


Carter, B. N.: Thoracoplasty as a Method of Treat- 
ment in Pulmonary Tuberculosis: Report of 
Fifty-Three Cases. Arch. Surg., 1931, xxii, 289. 


The author reports fifty-three cases of pulmonary 
tuberculosis which were treated by thoracoplasty 
in the last six years. In 45, the operation was per- 
formed in 2 stages, and in 5, in 3 stages. In 3, only 
1 stage has been completed. Forty-four (83.01 per 
cent) of the patients are still alive. The results in 
the 53 cases are summarized in a table. The term 
“apparently well,” which is used in this table, means 
that the sputum is negative for tubercle bacilli and 
the patient is free from cough and able to lead a 
normal life. The term “improved” means that the 
sputum is occasionally positive for tubercle bacilli, 
but the patient has gained weight and strength and 
is able to be up and about. 

Of the 9 deaths, 3 were due to the operation and 6 
occurred some time after the operation. Of the 6 
patients who survived the operation and died later, 
2 were extremely poor risks and probably should not 
have been subjected to operation, 2 died of gen- 
eralized tuberculosis, and 2 died of extension of the 
disease to the other lung. Of the 3 patients whose 
deaths may be attributed to the operation, 1 died 
of mediastinal flutter, 1 as the result of a trans- 
fusion and infection of the wound, and 1 from a 
cause which was not determined. 

J. Frank Dovucuty, M.D. 


Nanu-Muscel, I., and Stoichitza, N.: A Contribu- 
tion to the Study of Lung Abscess (Contribution 
a l’étude des abscés pulmonaires). Arch. med.-chir. 
de l’appar. res pir., 1930, V, 295. 

Laénnec was the first to recognize abscess as an 
entity among pulmonary diseases. He regarded it 
as an extremely rare lesion. He and his immediate 
followers recognized only the acute post-pneumonic 
and metastatic abscess and failed to recognize the 
chronic abscess. The prognosis of pulmonary ab- 
scesses was formerly regarded as extremely grave 
and spontaneous cure was believed to be extremely 
doubtful. With the advent of X-ray examination 
it appeared at first that interlobar pleurisy was more 
frequent than lung abscess, but it is now known 
that lung abscess is not rare and that its prognosis 
is less unfavorable than was formerly believed. 

The frequency of pulmonary abscess has increased 
during the great epidemics of grippe. Hence Letulle 
and Bezancon accord a very important réle to grippe 
as a causative condition. In Anglo-Saxon countries 
a greater frequency of pulmonary abscess has been 
noted with the increasing frequency of tonsillectomy 
performed under general anesthesia. With improve- 
ment in the diagnosis it appears that interlobar 
pleurisy is becoming more and more infrequent as 
compared with lung abscess. In 383 autopsies 
Sergent, Durand, and Kourilsky found only 2 cases 
of serofibrinous interlobar pleurisy, and in 1,000 
autopsies, Lemierre found no case of this condition. 
Rist considers interlobar empyema as an extreme 
rarity. On the other hand, certain surgeons, par- 
ticularly Paisseau and Solomon, insist that the 
roentgen picture of this condition is quite distinct 
from that of true pulmonary abscess. In abscess 
of the lung the roentgenogram usually shows an 
oval cavity with its long axis vertical which, above, 
is filled with air and below shows an obscure zone 
with a definite fluid level. Sometimes these findings 
are multiple. Occasionally there is found, instead 
of the typical picture, a more or less dense homo- 
geneous shadow which is not sharply circumscribed 
and in which it is impossible to perceive any clear 
area. It has been estimated that the latter picture 
is noted in about 20 per cent of the cases. It was 
thought that the use of lipiodol might facilitate the 
diagnosis in cases lacking the characteristic picture, 
but it has been repeatedly found that lipiodol intro- 
duced into the bronchial tree stops sharply at the 
periphery of the abscess. 

American surgeons have used the bronchoscope 
with increasing frequency for both diagnosis and 
drainage. 

The authors are uncertain whether the abscesses 
are due to the bronchial spread of infection or are 
caused by emboli. They cite the discussion among 
American surgeons with regard to the manner in 
which pulmonary abscesses are formed after ton- 
sillectomy. According to some, they are the result 
of the aspiration of septic material, and according 
to others they are formed by emboli. Both theories 
are supported by experimental data. 
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There is lack of agreement also regarding the 
causative organisms. Bezancon and Lemierre regard 
chronic foetid abscesses as a chronic form of pul- 
monary gangrene with exacerbations and remissions 
which is due to a special spirochete. Sergent, on the 
other hand, and the majority of American surgeons 
place all foetid suppurations in the group with 
abscesses and ascribe their chronic evolution and 
foetid character to various spirilla. 

Certain abscesses of the lung will heal spon- 
taneously or under simple medical treatment, while 
another group will cause death in spite of treatment. 
The division between acute and chronic abscesses 
seems to be important from the standpoint of 
therapeusis. As a rule, acute abscesses should be 
treated medically and chronic abscesses surgically. 
The medical methods include vaccine therapy, 
chemotherapy, and postural drainage. Each has 
its proponents. None is completely efficacious. 
Recently, emetin has been advocated even for non- 
amoebic abscesses. If medical treatment gives no 
results in two months, surgery is indicated. 

In cases of well-localized abscesses surrounded by 
only slight parenchymatous condensation and ex- 
tending to the cortex the only direct method of treat- 
ment is pneumotomy. Archibald reported good 
results from this procedure in 60 per cent of 70 
cases, and Miller and Laubert obtained good results 
with it in 80 per cent of 20 cases. Some surgeons 
have advocated the use of artificial pneumothorax, 
but this treatment is associated with grave danger 
and is strongly condemned by Sergent because if 
adhesions are torn near the abscess a very serious 
pyopneumothorax may result. More recently, the 


use of the bronchoscope with aspiration has been 
advocated and has been practiced widely in the 


United States. Numerous cures from such treat- 
ment have been reported from various clinics. 

In chronic abscess, radical surgery offers the only 
hope of obtaining a cure. When no treatment or 
only palliative treatment is given the mortality after 
three or four years ranges from 60 to 80 per cent. 
American surgeons advocate lobectomy. Graham 
performs lobectomy in stages with the actual cau- 
tery and Archibald performs it with the electro- 
cautery. The mortality of both of these methods is 
considerably lower than that of lobectomy performed 
with the knife. The operative mortality is reduced 
also by proper selection of the time for the opera- 
tion. The best time seems to be between two and 
two and a half months after the onset of the illness. 

The authors report 20 cases of lung abscess. In 
70 per cent the abscess occurred in the right lung. 
In 80 per cent the onset was sudden. In go per cent 
there was foetid expectoration. In almost every 
instance the foetid expectoration developed in the 
first two weeks of the illness. The characteristic 
roentgen picture showing a fluid level was found in 
70 per cent. In 4 cases a cure followed symptomatic 
medical treatment. Of 6 cases in which emetin was 
used, improvement resulted in 3. There were 5 
deaths. Two of the deaths were due to generalized 


infection, 2 were the result of pyopneumothorax 
caused by the rupture of adhesions during treat- 
ment by artificial pneumothorax, and 1 occurred a 
few hours after pneumotomy. The patient who died 
after pneumotomy was not operated upon until the 
fourth month of the disease and was in very poor 
condition. Another patient subjected to this opera- 
tion was completely cured. 

The authors believe that age may play a part in 
determining whether or not an abscess will go on to 
chronicity or to cure under medical treatment. 

FRANK B. Berry, M.1). 


Heuer, G. J.: The Etiology and Treatment of 
Pulmonary Abscess. Surg., Gynec. & Obst., 1931, 
lii, 394. 


Common clinical conditions preceding pulmonary 
abscess are wounds of the lungs, acute respiratory 
infections, the aspiration of a foreign body, malig- 
nancy of the cesophagus, bronchi, or lungs, septi- 
cemia, peritonitis, hepatic and subphrenic abscess, 
and surgical operations. The infecting organism 
may enter the lung by direct implantation, by in- 
halation or aspiration, by septic embolism, or by 
lymphatic extension. The predominating infecting 
organisms found in pulmonary abscess may be the 
oral anaérobes present in the sputum, the bacillus 
melaninogenicum, the bacillus fusiformis, spiro- 
chete, the streptococcus viridans, the streptococcus 
hemolyticus, or pyogenic cocci. Other factors which 
play a part in the production of pulmonary abscess 
are the virulence-resistance ratio, interference with 
the blood supply of the lung, and bronchial ob- 
struction. 

In the treatment of pulmonary abscess free drain- 
age is exceedingly important. Non-surgical drain- 
age may be achieved by the postural method or the 
bronchoscopic method. In cases in which the con- 
dition is due to organisms commonly found in the 
mouth the intravenous administration of an arsen- 
ical preparation or vaccine therapy may give favor- 
able results. If definite improvement does not fol- 
low, surgical drainage is indicated, especially when 
there is a single periphéral abscess. To collapse 
abscess cavities which drain freely into a bronchus 
artificial pneumothorax may be used. Phrenicotomy 
is of most value in cases of abscess of a lower lobe. 
In cases of chronic multiple lung abscesses in which 
artificial pneumothorax is impossible because of 
adhesions, thoracoplasty may be done. Cautery 
pneumectomy by the method of Graham, and lobec- 
tomy are to be considered only in the most refractory 
chronic cases. J. DanteL WILtems, M.1). 


Sergent, Kourilsky, and Poumeau-Delille: Some 
Thoughts on the Methods of Cure of Abscess 
of the Lung (Quelques réflexions sur le mode de 
guérison des abcés du poumon). Arch. méd.-chir. 
de l’appar. res pir., 1930, V, 313. 

Abscess of the lung may become cured spontane- 
ously, by medical methods, or by surgery. Sponta- 
neous cure occurs chiefly in simple abscesses duc to 
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the pneumococcus or streptococcus. In cases of 
fetid abscesses spontaneous cure is exceptional. 
Medical cure may be more apparent than real. The 
use of emetin does not cause such rapid improvement 
as in cases of amoebic abscesses and almost always 
results in an incomplete cure. Medical treatment 
often produces a false cure with more or less latent 
sequelie. 

The authors believe that operation is indicated 
when the abscess becomes chronic and resists non- 
surgical treatment and should not be delayed more 
than two and a half months after the onset of the 
suppuration. Pneumotomy is sufficient for super- 
ficial and more recent collections, but partial pneu- 
mectomy is necessary for older and deeper processes. 

Frank B. Berry, M.D. 


Hedblom, C. A.: The Pathogenesis, Diagnosis, and 
Treatment of Bronchiectasis. Surg., Gynec. & 
Obst., 1931, lii, 406. 

Bronchiectasis may be unilateral or bilateral, con- 
genital or acquired. In the congenital cases symp- 
toms develop only after secondary infection. The 
dilating force may be the atmospheric pressure in 
the presence of reduced intrapleural pressure, extra- 
bronchial tension of fibrous tissue, or both. No 
dilating effect results from cough in the expiratory 
phase when the glottis is closed. 

The characteristic syndrome of bronchiectasis is a 
chronic cough with purulent sputum and rales over 
the base of the involved lung. Roentgenograms may 
show only slight abnormalities, but a positive 
bronchogram made with a contrast medium will 
demonstrate conclusively the site, extent, and type 
of the lesion. 

The process of bronchial dilatation is promptly 
arrested by early collapse therapy. Partial pul- 
monary collapse is obtained by phrenic neurectomy, 
partial pneumothorax, or circumscribed thoraco- 
plasty. Complete collapse requires complete pneu- 
mothorax or thoracoplasty. Phrenic neurectomy 
is the method of choice in early cases. If this is not 
sufficient, a series of graded operations is indicated. 
Lobectomy and cautery extirpation or eradication 
should be reserved for advanced extensive lesions. 
The best results may be expected from compression 
treatment in incipient cases, the early diagnosis of 
which is made possible by bronchoscopy with the use 
of a medium. J. DaNtrEL WItLeMs, M.D. 


Lockwood, A. L.: Fundamental Principles in the 
Treatment of Acute Empyema. Surg., Gynec. 
& Obst., 1931, lii, 386. 

As a result of the extraordinary development of 
thoracic surgery during the war, the mortality of 
acute empyema has been reduced from 50 per cent 
or higher to almost nil in uncomplicated cases. 

Emergency operations on patients who are dan- 
gerously ill are now unjustifiable unless the fluid 
pressure is so great that respiratory and cardiac 
functions are seriously impeded. The fluid is at first 
a protective mechanism which splints the lung and 
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stabilizes the mediastinum. Diagnostic aspiration 
should not be done if satisfactory roentgenograms 
are obtainable. The removal of the fluid should be 
delayed until the empyema is well walled off and 
the lung about it is firmly adherent to the chest 
wall. 

The patient’s general resistance should be main- 
tained by forced fluids and food of high caloric 
value, and acidosis should be prevented by the use 
of alkalies and sugar. In streptococcus empyema 
antitoxin is of value. 

Streptococcus bronchopneumonia extends over a 
period of weeks. The effusion occurs early, when 
the patient is most seriously ill. Pneumococcus in- 
fection is limited to a period of days and terminates 
by crisis. Drainage may be undertaken a few days 
after the crisis. In streptococcus empyema there 
may be so much fluid that dyspnoea becomes in- 
tense, necessitating repeated aspirations for relief. 
As a rule, drainage should be delayed until the fluid 
is purulent. 

The treatment should be conservative and should 
be planned to prevent pneumothorax. The pro- 
cedure should be aspiration, closed drainage by the 
trocar and cannula method, Carrel-Dakin treatment 
through the tube, and later, if necessary, incision or 
wide rib resection. Repeated short operations within 
the limits of the patient’s resistance are based on 
sound judgment. 

In Lockwood’s cases the average mortality has 
been 12 per cent and the condition has gone on to 
the chronic stage in only 2 per cent. 

J. DANIEL WILLEMs, M.D. 


Gohrbandt, P.: Experimental Studies on the Pro- 
duction of Pleural Adhesions (Experimentelle 
Studien zur Erzeugung von Pleuraverwachsungen). 
Deutsche Ztschr. f. Chir., 1930, ccxxix, 89. 

Operative approach to abscess or gangrene of the 
lung by the transpleural route is no longer so 
dangerous since the artificial production of adhe- 
sions between the costal and pulmonary pleure 
permits approach to the disease focus through the 
obliterated space. The introduction of a mass of 
paraffin extrapleurally above the diseased area of 
the lung by the Sauerbruch method has proved to 
be the best procedure. The approach to the diseased 
lung is hereby shut off completely from the remain- 
der of the pleural cavity. At a second operation the 
lung tissue may be entered and the pus drained. The 
injected mass is beneficial also in that it exerts com- 
pression causing local collapse of the lung. Since a 
safe method of approach to intrathoracic suppura- 
tions, bronchiectasis, cysts, and solid new-growths 
has been found, these conditions may be brought 
within the scope of surgical treatment without spe- 
cial hazard. 

To determine the possibility of producing pleural 
adhesions artificially, the author performed experi- 
ments on goats, dogs, and rabbits, using various 
substances such as paraffin, silk, rubber, and 
laminaria. The foreign material induced an inflam- 
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matory reaction with fibrin formation. The two 
layers of the pleura become fastened together by the 
fibrinous adhesions and the latter soon become 
organized into connective tissue. The mechanical 
effect of the foreign mass depends upon compression 
of the two serous surfaces and immobilizes the lung. 
Frequently phrenicotomy improves the results. 
The experiments showed that paraffin is much 
superior to all other materials for this purpose. Silk 
and rubber cause severe irritation and are too in- 
jurious to the tissues. Silk becomes so firmly em- 
bedded in the tissues that its removal is difficult. 
Laminaria, by its absorption of fluids and swelling, 
may cause a pressure necrosis. Even when paraffin 
is employed, difficulty arises frequently from col- 
lections of fluid in the bed of the foreign body, in- 
fection, pressure necrosis, and symptoms of displace- 
ment within the chest. However, with careful 
technique these unfavorable results may be avoided. 
Under the influence of the paraffin, the pus is often 
coughed up through the bronchus and the pulmo- 
nary abscess is emptied. Spontaneous cure may 


result also from rupture of the pus into the bed of 
the foreign mass. 


A. MEYER (Z). 


HEART AND PERICARDIUM 


Fischer, H.: The Importance of Cardiolysis in 
Therapy (Die Bedeutung der Kardiolyse fuer die 
Therapie). Fortschr. d. Therap., 1930, Vi, 557- 

There are three forms of inflammatory pericardial 
changes which require various operative procedures 
to restore the cardiac function. 

1. If adhesions to the pericardium and the sur- 
rounding mediastinum occur without scar forma- 
tion, the bands may produce various subjective 


cardiac symptoms, such as a sticking in the region 
of the heart, especially on inspiration, the cause of 
which can be recognized roentgenologically. Divi- 
sion of the bands may effect a cure. 

2. If there is a cicatricial mediastinopericarditis, 
there are, according to Volhard, two types of ad- 
hesion. In one, the cicatrix is chiefly about the 
pericardium and the heart is embarrassed mainly in 
systole. In addition to general signs of circulatory 
weakness there are systolic retractions and _pro- 
nounced diastolic jerking of the chest wall. In 
these cases the Brauer cardiolysis, better ‘called 
“thoracolysis precordiaca,” serves excellently. The 
third to the sixth or seventh ribs are removed over 
an extent of 10 cm., corresponding to the left half 
of the sternum. The periosteum is also removed, 
This window in the chest wall suffices to relieve the 
heart. 

3. If there is cicatricial inclusion of the heart 
which interferes with both systole and diastole, re- 
lease of the heart as described by Delorme is in- 
dicated. This procedure has been followed success- 
fully by Kelm, Sauerbruch, and Schmieden. Dan- 
gerous complications of the operation are heart 
flutter and scars which extend into the heart muscle 
so that the myocardium is not recognizable. The 
operation is best started on the more powerful left 
ventricle as the weaker degenerated right ventricle 
may balloon out after its release and lead to fatal 
disturbance of the cardiac action. These and similar 
complications warn the surgeon to be guided by the 
operative findings and not to plan too extensive a 
decortication. The practitioner should refer the 
patients for operative treatment early, before the 
heart muscle has become entirely degenerated. 

BUETINER (Z). 
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ABDOMINAL WALL AND PERITONEUM 


Wolfsohn, G.: Pneumococcus Peritonitis (Ueber 
Pneumokokkenperitonitis). Zentralbl. f. Chir., 1930, 
p. 2842. 


With regard to the choice of the time for operation 
in pneumococcus peritonitis, only this is certain: 
the results of incision of the abscess are consider- 
ably better than those of operation in the acute 
stage. The frequent performance of operation in 
the acute stage is due to the difficulty in differentiat- 
ing the syndrome of pneumococcus peritonitis from 
that of other conditions, particularly acute appen- 
dicitis. On the basis of a series of seven cases which 
he reported in 1925, the author recommended opera- 
tion in the acute stage because the risk associated 
with delay at that time seemed to him to be too 
great. However, with more experience, he has 
noted progress in the diagnosis of the condition. Of 
a new series of seven cases which he saw in the 
years from 1926 to 1930, the diagnosis could be 
established in four. In two of these four cases it 


could be established with certainty, and in two with 
great probability. In one of the other cases opera- 
tion was dene for supposed acute appendicitis, and 
in another for supposed abscess in the pouch of 
Douglas following abortion. 


In the last case the 
patient entered the hospital in a moribund condi- 
tion. Of the seven cases reported by the author in 
1925, the correct diagnosis was not made in one. 

The symptoms of pneumococcus peritonitis are 
still too infrequently recognized. At the onset of 
the condition, just as in acute appendicitis, there is 
often a prodromal stage of two or three days which 
is characterized by a catarrhal state of the naso- 
pharynx and bronchi. Pneumonia is not among the 
manifestations. The patients are usually children 
under fourteen years of age. As a rule the illness 
appears to be more severe than appendicitis. There 
is a disproportionately high temperature (from 39 
to 40 degrees C.). Herpes labialis is frequent. In 
acute shock the pulse becomes smaller, more rapid, 
and often more fleeting than in acute appendicitis. 
Palpation reveals, instead of the findings typical 
of appendicitis, a doughy swelling of the entire 
abdomen with marked meteorism and diffuse areas 
of tenderness and, as a rule, only moderate muscular 
defense. Diarrhoea usually begins on the second or 
third day. Pneumococci may be demonstrated di- 
rectly in smears of the fluid obtained by puncture. 
(The author has never employed this method.) The 
demonstration of pneumococci in the vulval and 
vaginal secretions is of some value, but the demon- 
stration of these organisms in the nasopharynx is 
not of importance. The blood picture on the whole 
resembles that of appendicitis. 


If the diagnosis is certain, operation should be 
delayed as the mortality of late operations is lower 
than that of operations performed in the acute stage. 
The resistance seems to be extraordinarily lowered 
by the first onslaught of the pneumococcus. A cer- 
tain percentage of the patients will die during the 
first three or four days of the acute stage whether 
they are operated upon or not. Therefore, in the 
compilation of statistics, the figures for the acute 
stage should be treated separately, certainly not 
with those for the stage of formed abscess. If the 
diagnosis can be established with certainty, the 
author advises waiting, but if it is not certain, early 
laparotomy is advisable. 

Fourteen short case histories are appended. 

A. StapF (Z). 


Jeffries, J. W.: Torsion of the Great Omentum. 
Ann. Surg., 1931, xcili, 761. 

The author states that epiploitis due to torsion 
of the omentum is not rare. He reports four cases in 
which the diagnosis was not made until operation 
was performed. He emphasizes the importance of 
bearing torsion of the omentum in mind in the diag- 
nosis of acute abdominai disturbances occurring in 
males with pre-existing inguinal hernia and a leuco- 
cyte count too low for acute appendicitis. The con- 
dition is usually diagnosed as acute cholecystitis or 
appendicitis. The symptoms are early pain in the 
right iliac fossa and the presence of a tumor mass. 
There is little nausea or vomiting, and little change 
in the pulse or temperature. 

The author reviews the various theories as to the 
cause of the torsion. In his opinion, the condition 
is due to adhesions of the tip of the omentum and 
exaggeration of normal movements. 

M. HerBert Barker, M.D. 


Leonard, M.: Tuberculosis in the Mesenteric 
Lymph Nodes in Children. Am. J. Dis. Child., 
1931, xli, 513. 

To determine the incidence of tuberculosis in the 
mesenteric lymph nodes of children and the associa- 
tion of this condition with other localizations of the 
disease, the author reviewed the autopsy records of 
all children under fifteen years of age who died of 
any cause in the New Haven, Connecticut, Hospital 
during a period of thirteen years. 

Fifty of 161 complete autopsies showed anatomi- 
cal evidence of tuberculosis in 1 or more tissues of 
the body. Evidence of tuberculosis of the mesen- 
teric lymph nodes was found in 45 cases. In 27 of 
the latter, the nodes presented only caseation; in 
11, both caseation and calcification; and in 7, only 
calcification. Five of the 18 cases showing calcifica- 
tion of the nodes were those of children under two 
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years of age. In 18 cases, tuberculosis of the mesen- 
teric nodes was the only demonstrable tuberculous 
infection of the body. 

These findings suggest that the intestinal lym- 
phatic system plays an important rdéle in tubercu- 
lous infection in childhood. 

GeorceE A. Cottett, M.D. 


GASTRO-INTESTINAL TRACT 


Alvarez, W. C.: Puzzling Types of Indigestion. New 
Orleans M. & S. J., 1931, \xxxiii, 515. 

This article is an analysis of the diagnoses made in 
500 cases of indigestion or abdominal discomfort. 
The study was made with the idea of mapping out 
the areas in which clinical research is most needed. 

In 175, or 1 out of 3 cases, there was organic dis- 
ease of the digestive tract. In 52 cases the cause of 
the svmptoms was organic disease outside of the 
digestive tract. In 95 cases the patients were con- 
genitally handicapped or nervous and the symptoms 
seemed to be of functional origin. 

The most puzzling group was made up of 115 
cases in which the symptoms were so severe as to 
suggest the presence of organic disease. The syn- 
drome often resembled that of cholecystitis, but fre- 
quently suggested the presence of ulcer or appendi- 
citis. 

The most common single cause of severe indiges- 
tion is cholecystitis. Organic disease of the stomach 
is rare; it was found in only 12 cases. 

Among the subjects discussed by the author are 
the significance of infestation with intestinal para- 
sites, chronic enlargement of the mesenteric lymph 
nodes, inflammation of the anal ring, mild recurring 
septicemia, spondylitis, pelvic diseases of women, 
migraine, mucous colitis, nervous vomiting, intestinal 
allergy, constipation, and diarrhoea. 

It is obvious from this study that further research 
is needed particularly in the group of cases in which 
the symptoms are severe enough to suggest the pres- 
ence of organic disease of the digestive tract but the 
nervousness of the patient, the way in which the 
history varies with repeated telling, the absence of 
certain important features, the absence of roentgeno- 
logical signs of disease, and perhaps the inability of 
the surgeon to find anything wrong at operation 
make a satisfying diagnosis impossible. In some of 
these cases the symptoms may be due to definite 
disease in the brain or the cord, or the nerves or blood 
vessels supplying the viscera. 

There is no question that disease of the brain and 
cord can simulate acute cholecystitis or appendici- 
tis. Supposed pathological changes have been found 
in the nerves and ganglia connected with the diges- 
tive tract, but it is so difficult to stain nervous tissue 
and to interpret what is found that Alvarez does not 
know what value to put on the reports so far available. 

In conclusion the author says that some of the 
necessary advances in knowledge will probably come 
from better follow-up studies of patients with strange 
symptoms; others will be made when physicians have 


a better understanding of the physiology and bac- 
teriology of the bowel; and others will result from 
more careful and minute studies of the tissues ob 
tained at autopsy. 


Elman, R., and Rowlette, A. P.: The Rdéle of the 
Pyloric Sphincter in the Behavior of Gastric 
Acidity. Arch. Surg., 1931, xxii, 426. 

Laboratory experiments by Elman and Ojch 
having indicated that reflux of alkaline pancreatic 
juice into the stomach is an important factor in the 
regulation of gastric acidity, the authors attempted 
to determine whether the pyloric sphincter governs 
this regurgitation in a decisive manner. 

In the test animals the pyloric sphincter was com- 
pletely severed by a longitudinal incision and the 
raw surface covered with omentum. Control ani- 
mals were subjected to various operations not in- 
volving the pylorus. An acid test meal of 200 c.cm., 
of 0.5 per cent hydrochloric acid was then given by 
gavage and samples withdrawn at twenty-minute 
intervals were tested for free and total acid. The 
results yielded a neutralization curve showing the 
effectiveness and rapidity with which the acid in 
the stomach was neutralized and discharged into 
the duodenum. The animals were tested over a 
period of from four to ten months. 

As the gastric acidity was found to be more rapidly 
neutralized and the gastric emptying time somewhat 
reduced after division of the pyloric sphincter, the 
authors suggest that gastric acidity may be regu- 
lated by the pylorus rather than the reverse. 

In a few clinical cases of proved carcinoma of the 
stomach rapid neutralization occurred after acid 
test meals, suggesting that a patulous pylorus may 
account for the anacidity in this condition or that 
the growth acts as a splint to the muscle, preventing 
its contraction and thereby promoting duodenal 
regurgitation. Eart O. Latimer, M.1) 


Chauvenet, A., and Broustet, P.: Gastropyloroduo- 
denitis and Its Surgical Treatment (Les gastro- 
pyloroduodénites et leur traitement chirurgical). 
Bordeaux chir., 1931, i, 16. 


Gastropyloroduodenitis or “red stomach” as seen 
at the time of operation may have fairly distinctive 
features. The serosa is red over an area of varying 
size. The gastric wall is thickened and congested, 
and hemostasis is difficult. The mucosa is very red 
and boggy and at times presents areas of punctate 
hemorrhage and small ulcerations of variable ex- 
tent, depth, and arrangement. In some areas the 
mucosa is raised and has the appearance of a tiny 
abscess. In places, this miliary ‘‘abscess” seems to 
have emptied itself. 

Microscopic examination of the serosa shows little 
more than vasodilatation. The involvement by small 
round-cell infiltration, atrophy of the glands, super- 
ficial ulceration, and hyperplasia of the connective 
tissue is most marked in the mucosa. The submu- 
cosa and muscularis layers may be the site of con- 
gestion or a marked inflammatory reaction. 
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The clinical phenomena of red stomach have a 
cyclic character like the phenomena of ulcer, but the 
regularity of the symptoms and periods of relief is 
much less definite than in ulcer. The pain is of a 
more steady character, but undergoes acute exacer- 
bations. The exacerbations are occasionally severe 
enough to suggest the perforation of an ulcer. Rest 
in bed, restriction of the diet, the application of an 
ice bag to the epigastrium, and even the administra- 
tion of morphine give little relief. The vomitus is 
acid and contains blood. The temperature is slightly 
elevated and undergoes small oscillations. The pain 
is seldom relieved by alkalies, but belladonna and 
inert powders are of some benefit. The vomiting 
and hemorrhages are in all respects similar to those 
of ulcer. Roentgen examination fails to demonstrate 
any niche or evidence of organic stenosis. Pyloro- 
spasm and violent gastric contractions are common. 
The gastric contents may be churned back and forth 
for some time before they are emptied into the duo- 
denum. A study of the gastric chemistry is of little 
aid in the diagnosis. Asa rule a clinical diagnosis of 
red stomach is made more by elimination than from 
definite findings. 

Medical treatment should be given a thorough 
trial. During the acute phases of the disease the 
patient should remain in bed. The diet should be 
liquid at first and changed to solids very gradually. 
The application of an ice bag to the epigastrium, 
the hypodermic injection of atropin, infusions of 
glucose, and the administration of stimulants may 
give relief. In the acute phase of red stomach the 
treatment must usually be more prolonged than that 
for ulcer and the response is less satisfactory. 

During the period of relative quiet the treatment 
indicated is the same as the treatment for ulcer 
except that alkalies are given rarely, if at all. Bella- 
— bismuth, and magnesium are given in large 

oses. 

Gastropyloritis is often resistant to medical treat- 
ment. Under such circumstances, surgery is advis- 
able. The operation of choice is pyloric resection. 
In some cases, gastropyloroduodenojejunostomy is 
beneficial. Gastro-enterostomy is contra-indicated. 

W. P. VAN WAGENEN, M.D. 


O'Leary, P. A.: Gastric Syphilis—Data Accumu- 
lated from Eighty-Nine Cases. Am. J. Surg., 
1931, Xi, 286. 


_ Gastric syphilis may be more common than the 
literature indicates, but it has been found in fewer 
than 0.3 per cent of patients with syphilis seen at 
the Mayo Clinic. 

Eighty-nine of a group of 151 patients with gas- 
tric lesions and syphilis were discovered to have 
gastric syphilis. These were selected from among 
approximately 25,000 patients with syphilis. The 
diagnosis was based on the combined results of 
prolonged therapeutic tests, histopathological stud- 
les, morphological changes in the roentgenological 
characteristics, and restoration of gastric function 
under treatment for syphilis. The demonstration of 


other evidence of clinical syphilis is not pertinent to 
the diagnosis of gastric syphilis. Of the 89 patients 
with gastric syphilis, 73 per cent had positive 
Wassermann reactions of the blood as the only other 
evidence of syphilis, and 6 per cent had negative 
serological reactions. The incidence of clinical signs 
of syphilis was almost as high in cases with gastric 
carcinoma (16 per cent) as in those with syphilis of 
the stomach (27 per cent). As conclusive evidence of 
gastric syphilis the scientific purist demands recog- 
nition of the treponema pallidum in excised gastric 
tissue. O’Leary prefers to include among the diag- 
nostic measures a histopathological study to elimin- 
ate carcinoma. Although the treponema pallidum 
may be demonstrated in the gummatous type of 
gastric ulcer, it has not been recognized in diffuse 
syphilitic fibrosis. Numerous instances of gastric 
syphilis with bizarre clinical and microscopic features 
show that syphilis is a protean disease. 

The incidence of cure in gastric syphilis is lower 
than is suggested by the occasional cases with 
dramatic improvement. Of the patients whose 
cases are reviewed by the author, 37 per cent were 
“cured” and 27 per cent were benefited. In cases of 
fibrosed syphilitic stomach the result of treatment 
is unsatisfactory and a plastic gastric operation 
offers little help. The term ‘“linitis plastica” 
should be reserved for small-cell carcinoma of the 
stomach. Spontaneous involution or anti-syphilis 
treatment may account for the fibrotic leather- 
bottle stomach. For this condition the name 
‘gastric syphilitic fibrosis’ is suggested. When the 
gastric lesion is reported as operable but of inde- 
terminate type and the response to the therapeutic 
test is exceptionally slow, the test should be limited 
and an exploratory laparotomy should be done. 

As in all other forms of syphilis, early diagnosis 
and early treatment are rewarded by an increase in 
the incidence of cure. 


Ameline, A., and Jonckheere, F.: Simple Gastro- 
duodenaljejunal Ulcers Produced by Exclusion 
of the Pancreaticoduodenal Secretions (Les ul- 
céres simples gastro-duodéno-jéjunaux expérimen- 
taux par dérivation des sécrétions duodéno-pan- 
créatiques). J. de chir., 1930, Xxxvi, 857. 

The authors review the various methods which 
have been used to change the relations of the biliary, 
pancreatic, and duodenal secretions to the stomach. 
They emphasize the frequency with which peptic 
ulcer follows these changes and review the hydro- 
chloric acid values found in normal dogs and dogs 
subjected to the procedures cited. 

The discussion is limited to simple ulcers conform- 
ing to the histological conception of peptic ulcer. 
Superficial erosions are not considered. 

The experiments reviewed were of the following 
seven types: 

1. Exclusion of the duodenum. In experiments 
on ten dogs, Mann and Kawamura resected the duo- 
denum, made a pylorojejunostomy, and introduced 
the pancreatic_and common bile ducts into the jeju- 
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num near the pylorus. At necropsy performed from 
one to one and a half years later, they found ulcers 
of the proximal jejunal loop in two of the dogs. 

2. Exclusion of the pancreas. After ligating the 
pancreatic duct in twenty-four dogs, Ivy found a 
duodenal ulcer in one of the animals five months 
later. 

3. Exclusion of the biliary secretions. Kapsinow 
anastomosed the gall bladder to the pelvis of the 
right kidney and then sectioned the common duct 
and closed both of its ends. Later he found ulcers 
about the ampulla of Vater. Other procedures re- 
ducing liver function which were followed by ulcer 
were partial hepatectomy (Bollmann), the formation 
of an Eck fistula (Mathews), and ligation of one of 
the two main branches of the portal vein to the liver 
(Gundermann). 

4. Exclusion of both the biliary and pancreatic se- 
cretions. Mann and Williamson transplanted the 
common bile duct and the pancreatic duct into the 
ileum in thirty-five dogs. Ulcers were subsequently 
found in ten of the dogs. 

5. Exclusion of the duodenal, pancreatic, and biliary 
secretions. This was done in three ways: (1) by isolat- 
ing stomach pouches from the duodenal reflux, (2) 
by performing a gastro-enterostomy combined with 
duodenojejunostomy to cause the duodenal contents 
to enter the jejunum a considerable distance below 
the opening of the stomach into the duodenum, and 
(3) by forming a closed loop of the duodenum and 
anastomosing it to the terminal ileum. The first 
method produced no ulcers. Its failure to do so is 
explained by the fact that the pouches were made 
from the fundus of the stomach, a portion which is 
not prone to ulcer formation. The second and third 
methods resulted in ulcers. 

6. Exclusion of the antrum and of the duodenal, 
pancreatic, and biliary secretions. In experiments on 
ten dogs, Winckelbauer and Starlinger sectioned the 
stomach at the cephalic part of the antrum and, 
after a complicated jejunostomy, obtained a closed 
circuit formed by the antrum, the duodenum, and a 
segment of the proximal jejunum, which they anas- 
tomosed side-to-side to the open or fundal end of the 
antrum. The circuit had one outlet, an artificial 
opening into a distal loop of the jejunum. Jejunal 
ulcers occurred in all of the dogs. 

7. Inversion of the duodenal, pancreatic, and biliary 
secretions. Keppich fixed the proximal jejunum to 
the gastric fundus so that all of the secretions entered 
the stomach, not through the pylorus by reflux and 
in dilution, but isoperistaltically and undiluted. 
Ulcers developed in 86 per cent of the dogs. 

The authors believe we are justified in drawing 
conclusions as to the cause of peptic ulcer in man 
from the findings in dogs as the lesions in man and 
the dog are alike grossly and microscopically and re- 
semble each other in the occurrence of hemorrhage 
and perforation, the roentgen findings with regard 
to the emptying time of the stomach and the forma- 
tion of a filling defect, and the healing which follows 
gastro-enterostomy. 


In investigations to determine whether the experi- 
ments cited cause a chemical change in the stomach 
contents, MacCann found that in dogs in which the 
duodenum drained into the terminal ileum the hy- 
drochloric acid values were the same as in control 
dogs. Weiss and Gurriaran titrated the stomach 
contents from dogs before sidetracking all three of 
the duodenal secretions past the stomach and found 
that the hydrochloric acid values remained un- 
changed after the operation. The inversion experi- 
ment had no more effect in reducing the hydrochloric 
acid than the sidetracking experiments had in in- 
creasing it. In dogs in which the duodenal contents 
emptied into the fundus, MacCann found the hydro 
chloric acid values normal. 

The findings of the experiments with regard to the 
importance of hyperacidity in the causation of peptic 
ulcer are inconclusive since, in addition to the changes 
in the relation of the stomach to the duodenal secre- 
tions, other factors, such as various degrees of trauma 
to the blood and lymph vessels and nerves, resulted 
from the manipulations. Curtis NELson, M.D. 


Ivy, A. C., and Fauley, G. B.: The Chronicity of 
Ulcers in the Stomach and Upper Intestine. 
Am. J. Surg., 1931, xi, 531. 

The authors report experiments which were car- 
ried out to determine the importance of mechanical, 
nutritional, and chemical factors and mucosal sus- 
ceptibility in the development of intestinal ulcers fol 
lowing gastro-enterostomy. The evidence shows that 
all of these factors are operative, and that the me 
chanical and chemical factors and mucosal suscepti- 
bility are the most important. When the mechanical 
factor was kept constant and the chemical factor 
was varied, it was found that the chemical factor is 
the more important. When the nutritional factor 
was kept constant and the chemical and mechanical 
factors and mucosal susceptibility were studied, it 
became apparent that the jejunal mucosa is more 
sensitive to the irritating action of the gastric con 
tents than the duodenal mucosa. 

In the dog, the incidence of ulcer following various 
types of gastro-enterostomy showed that the size of 
the orifice is important; that the jejunal mucosa is 
much more likely to develop ulcers than the duodenal 
mucosa; and that pyloroplasty or gastroduodenos 
tomy is preferable to gastrojejunostomy. 

In man, the most common factor concerned in the 
genesis of gastric and duodenal ulcer is pylorospasm. 
This operates by exaggerating the mechanical and 
chemical factors normally present during gastric di- 
gestion. By mechanically rupturing a blood vessel, 
pylorospasm causes a hemorrhage into the mucosa 
which, on digestion of the cells in the surrounding 
region, develops into an erosion or an acute ulcer. 
The acute lesion fails to heal readily because the 
pylorospasm causes gastric retention. Gastric reten- 
tion augments and prolongs gastric motility, and the 
latter, with insufficiently masticated or large pieces 
of indigestible residue, acts as a mechanical irritant. 
The motor drive of the stomach or the force of ejec- 
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tion of chyme is increased. Gastric retention causes 
also hypernormal gastric acidity and prolongs the 
time of contact of the gastric contents with the acute 
lesion, thereby increasing the irritating action of the 
gastric contents on the acute lesion. 

It is believed that the same factors operate with 
mucosal susceptibility in the formation of duodenal 
and jejunal ulcers. Lack of a sufficient amount of al- 
kaline digestive juices to neutralize the hypernormal 
acid gastric contents and failure of regurgitation of 
these juices into the upper duodenum and stomach 
toward the end of the digestive period may be con- 
tributory factors. In the dog, and possibly also in 
man, a third factor is also necessary for while pyloric 
stenosis per se definitely delays the healing of acute 
lesions, it does not result in a chronic ulcer persisting 
longer than about two months. According to this 
view, ulcer of the stomach and duodenum in man is 
due primarily to a disturbance of gastric physiology. 

MANUEL E. LICHTENSTEIN, M.D. 


Hinton, J. W.: Bleeding Gastric and Duodenal 
Ulcers. Ann. Surg., 1931, xciii, 844. 

The author reviews fifty-two cases of bleeding 
gastric and duodenal ulcer which have been seen in 
the last twenty years. Over 50 per cent were seen in 
the last three years and one-fifth of the total 
number were seen during the month of February. 
In all, the gross hemorrhage was sufficient to confine 
the patient to the hospital. 

There were six deaths in the cases not operated 
upon and four in the cases treated surgically. In 
the cases not operated upon the general condition 
was so poor that operative intervention was contra- 
indicated in spite of repeated transfusions. Many of 
the patients had no previous ulcer history. Four had 
been operated upon previously for chronic ulcer. 
Five were under medical management at the time 
the bleeding occurred. Two patients who were 
operated upon for hemorrhage have continued to 
bleed. The total mortality was 19 per cent. 

It is of interest to note that the deaths occurred in 
cases without a previous gastric history. Chronic 
recurring hemorrhages can usually be controlled by 
conservative measures, but the author believes that 
operation is indicated in chronic cases in which the 
patient is incapacitated at intervals. In the latter 
the best procedure seems to be cauterization of the 
ulcer with gastro-enterostomy. Hinton regards it as 
questionable if partial gastrectomy is indicated for 
bleeding ulcer. WitraM J. Pickett, M.D. 


Short, A. R.: The Treatment of Gastric and Duo- 
denal Ulcer. Brit. M. J., 1931, i, 435. 


The author has analyzed statistical data regarding 
the treatment of gastric and duodenal ulcer which 
have been collected from various British, American, 
and Continental sources. 

Until about ten years ago the diagnosis of gastric 
and duodenal ulcer, unless verified by perforation, 
operation, or autopsy, was so uncertain that the older 
statistics of medical treatment are untrustworthy. 


Spontaneous healing is not infrequent. Perforation 
and hemorrhage are characteristic of chronic rather 
than acute ulcer. Bleeding occurs in about 25 per 
cent of cases of peptic ulcer. Perforation is common 
in ulcers of the anterior wall of the stomach and 
usually occurs within a year or two of the formation 
of the lesion. In cases of long-standing ulcers of the 
posterior wall the incidence of perforation is under 
3 per cent. 

In the best clinics, the medical treatment of gas- 
troduodenal ulcer gives good immediate results. At 
least 75 per cent of the patients become symptom- 
free. However, only 40 per cent remain free from 
symptoms, and from 15 to 20 per cent die within ten 
years. When the duration of symptoms is less than 
a year, more than half of the patients remain well. 

Efficient medical treatment should have a good 
trial, but a considerable number of the patients 
should be operated upon eventually. Mechanical 
obstruction and a large, deep ulcer that may be ma- 
lignant demand early operation. 

The mortality and end-results of gastrojejunostomy 
in an adequate number of cases treated by rank-and- 
file surgeons and followed up for at least four years 
are reported in the Collective Report of the British 
Medical Association. The operative mortality in 
duodenal, pyloric, and gastric ulcer was 5, 2.6, and 
9 per cent respectively. The follow-up of patients 
treated for gastric or duodenal ulcer showed that the 
operation gave a good result in go per cent (a perfect 
result in 75 per cent) and failed in about 4 per cent. 
Secondary gastrojejunal ulcers occurred in 2.8 per 
cent of the cases of duodenal ulcer and 0.8 per cent 
of the cases of gastric ulcer. Subsequent cancer was 
rarely, if ever, reported. 

Individual English surgeons report a mortality of 
from only 1 to 2 per cent in cases of duodenal ulcer 
and of from 3 to 4 per cent in cases of gastric ulcer. 
Their end-results are about the same as those re- 
ported in the Collective Report except that when a 
gastric ulcer is not removed the incidence of cure is 
at least 10 per cent lower. 

In Continental countries and America the results 
of gastrojejunostomy are far less satisfactory. The 
mortality is about the same as that given in the Col- 
lective Report, but only from 50 to 70 per cent of the 
patients are cured and the condition of from 20 to 30 
per cent remains poor. 

Pyloroplasty gives results very similar to those of 
gastro-enterostomy. 

Partial gastrectomy is advocated to prevent gas- 
trojejunal ulcer and cancer and to obtain a larger 
percentage of cures. In England, the incidence of 
gastrojejunal ulcer after gastrojejunostomy is from 
0.4 to 3.4 per cent and the incidence of cancer is 
about 2 per cent. After partial gastrectomy, the in- 
cidence of gastrojejunal ulcer is about 0.6 per cent. 
Anemia may result from extensive gastrectomy. In 
about half of the cases it is mild; in about ro per 
cent, serious; and in a few cases, quite severe. 

The operative mortality of partial gastrectomy 
for gastric ulcer is from 4 to 10 per cent. Excellent 





24 INTERNATIONAL ABSTRACT OF SURGERY 


results are obtained in about 80 per cent of the cases 
and poor results in 5 per cent. 

Except in cases of large, deep, adherent gastric ul- 
cers, which call for resection, partial gastrectomy for 
gastric ulcer gives no better results than simple gastro- 
enterostomy and has a mortality twice as high. 
Moreover, its results are not so good as those of 
gastro-enterostomy with wedge excision of the ulcer. 
On the Continent and in America, where the re- 
sults of gastrojejunostomy are poor, these state- 
ments do not hold good. 

In cases of duodenal ulcer, partial gastrectomy 
and duodenostomy give results no better than those 
of gastrojejunostomy reported by the British Medi- 
cal Association and its mortality is higher. Local 
excision of the ulcer, by itself, gives poor results (a 
cure in only 57 per cent of the cases, and no improve- 
ment in 57 per cent). Local excision with partial re- 
section of the pyloric sphincter is better, but not so 
good as gastrojejunostomy. 

The following conclusions are drawn: 

1. If mechanical obstruction is not present and 
cancer can be excluded with certainty, efficient medi- 
cal treatment ought to be given a fair trial. 

2. If medical treatment fails or a recurrence de- 
velops, operation is indicated. For gastric ulcer, the 
best operation is usually gastro-enterostomy with lo- 
cal removal of the ulcer. If the ulcer is large, deep, 
and adherent, partial gastrectomy is often better. 

3. For simple pyloric stenosis, gastrojejunostomy 
is best. It is safe and satisfactory. 

4. In cases of duodenal ulcer, gastrojejunostomy is 
the best treatment. If the ulcer is readily accessible 
it should be excised. Jacos M. Mora, M.D. 


Fogelson, S. J.:_ The Treatment of Peptic Ulcer 
with Gastric Mucin: Preliminary Report. J. 
Am. M. Ass., 1931, xcvi, 673. 

The ideal therapeutic agent for use in combating 
the irritative action of gastric juice in peptic ulcer is 
one that will neutralize or combine with the acid 
without materially stimulating or depressing gastric 
secretion, without materially affecting gastro-intesti- 
nal activity, and without having a general systemic 
action. Repeated physiological observations suggest 
gastric mucin as an ideal antacid. This combines 
readily with the free acid, it is a natural substance 
which plays normally a protective, soothing, and lu- 
bricating réle in the functioning of mucous mem- 
branes, and its secretion or ingestion causes no chem- 
ical disturbances in the body and no unfavorable 
effect on the gastro-intestinal secretory or motor 
activity. 

The ideal preparation of mucus would have the 
characteristics of the mucus which Ivy isolated in 
his experiments on pyloric pouch dogs. In experi- 
ments which the author carried out on dogs, mucin 
prepared from the gastric mucosa of hogs by the iso- 
electrical method was found to have a high combin- 
ing power with free acid but a very low stimulating 
effect on the stomach. When % oz. mixed with 1 lb. 
of meat was fed, it prevented the appearance of free 


acid for observation periods ranging from five to seven 
hours although the Pawlow pouches of the dogs 
showed the high free acid values which usually follow 
meat feeding. 

The effect of feeding mucin was studied next in 
twelve clinical cases of ulcer in which there was a 
typical ulcer history, the clinical diagnosis was con- 
firmed by X-ray examination, and the symptoms 
had been present from two to seven years. The pa- 
tients had all been on the usual alkalizing regimen 
and non-irritating diet, but had obtained only tem- 
porary relief. About 1oo gm. of the mucin were 
given daily. In all of the cases the subjective symp- 
toms ceased in three days. The most gratifying {a- 
ture was persistent absence of pain for intervals 
varying from two to five months. 


Llad6, M. C., Carulla, V., and Duran, F.: Roentgen 
Treatment of Gastric Ulcer (La radioterapi: en 
el tratamiento del ulcus gidstrico). Rev. méd. de 
Barcelona, 1930, vii, 479. 

The authors report thirty cases of gastric ulcer 
treated by roentgen irradiation. They divide them 
into five groups according to the technique employed. 
In Group A, weak irradiation was given over a long 
period; in Group B, intense irradiation over a long 
period; in Group C, intense irradiation for a short 
period; in Group D, superficial irradiation; and in 
Group E, extra-abdominal irradiation. In spite of 
the differences in technique the results were very 
much the same in all of the cases. It seems probable, 
therefore, that they were due to a general effect 
rather than to a focal effect of the irradiation. 

Roentgen irradiation often has a good effect in 
gastric ulcer, but it is very inconstant and so far no 
cause has been found for the inconstancy. ‘The 
effect is noted chiefly in the clinical symptoms and 
the acidity of the gastric contents. Pain was re- 
lieved in 53 per cent of the cases reviewed and 
became worse in 30 per cent. It was relieved in 42 
per cent of the cases of Group A, 20 per cent of those 
of Group B, 33 per cent of those of Group C, 60 per 
cent of those of Group D, and 50 per cent of those 
of Group E. Acidity was decreased in 63 per cent 
of the cases and increased in 17 per cent. It was 
decreased in 57 per cent of the cases of Group A, 67 
per cent of those of Group B, 50 per cent of those of 
Group C, 40 per cent of those of Group D, and 100 
per cent of those of Group E. However, the im- 
mediate decrease in the acidity was temporary and 
seemed to be due to an action on the motility of the 
pylorus rather than to true inhibition of secretion. 
The roentgen pictures were not changed particularly. 
The treatment seemed to have a favorable effect on 
hemorrhage. 

The mechanism by which irradiation acts on 
ulcer is not known. As experiments have shown t).at 
therapeutic doses do not cause histological changes, 
the results may be due to a direct action on the 
sympathetic nerve fibers of the stomach, an indirect 
action such as a change in the calcium content or 
the hydrogen-ion concentration of the blood or 
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protein shock, or an effect on the corresponding skin 
segment. There is no proof of any of these hy- 
potheses. The results are so inconstant that roentgen 
treatment is inferior to certain dietetic treatments, 
alkaline therapy, and protein therapy, and probably 
also to treatment with parathyroid extract. How- 
ever, it may be of value when employed in associa- 
tion with these various treatments. 
AuprREY Goss Morcan, M.D. 


Rossi, F.: An Anatomicopathological, Clinical, and 
Therapeutic Study of Cases of Malignant 
Tumor of the Stomach Operated on Radically 
at the Surgical Clinic of Milan in the Period 
from 1919 to 1927 (Considerazioni anatomo- 
patologiche, cliniche e terapeutiche sui casi di 
tumori maligni dello stomaco, radicalmente operati 
nella Clinica Chirurgica di Milano dal 1g19 al 
1927). Clin. chir., 1930, vi, 1207. 

In the period from 1919 to 1927, 228 cases of 
malignant tumor of the stomach were admitted to 
the Surgical Clinic of Milan. Twenty-eight (12.3 
per cent) were not operated on. In 30 (13 per cent) 
a simple exploratory laparotomy was done; in 87 
(38 per cent), gastro-enterostomy; and in 83 (36.4 
per cent), resection. The author gives the histories 
of the 83 cases treated by resection. In 3, the 
tumor was a sarcoma, and in 80, a carcinoma. The 
postoperative mortality was 33 per cent. Of the 
patients who survived the operation, 12 were lost 
sight of, but 2 of the latter were known to be in 
good health for two and a half years. Two of the 
patients are living nine years after the operation; 2, 
after seven years, and 2 after five years. 

The histological findings are described in detail, 
and the article is profusely illustrated with photo- 
graphs of the operative specimens and colored plates 
showing the microscopic findings, 

AuprEY Goss Morcan, M.D. 


Sanguinetti, L., and Votta, E. A.: Ulcerocancer 
(Ulcero-cAncer). Arch. argent. de enferm. d. apar. 
digest., 1931, Vi, 305. 

Ulcerocancer is cancer developing from ulcer and 
should be distinctly differentiated from cancer 
ulcerating secondarily. The development of cancer 
in ulcer is rare. To prove that a cancer has de- 
veloped from an ulcer it is necessary to find an 
excavated ulcer in a sclerotic zone with the muscle 
layer entirely destroyed. The cancer begins in the 
mucous glands at the edge of the ulcer and extends 
toward the center. If the muscle layer is intact or 
more or less dissociated by the tumor, the tumor did 
not develop in a simple ulcer. The similarity of the 
two processes probably accounts for the variations 
in the statistics regarding the frequency of ulcero- 
cancer. Ulcerocancer generally develops on the 
lesser curvature or near the pylorus. 

The author reports a case of cancerous degenera- 
tion of an ulcer of the lesser curvature in a man of 
fifty-seven years. The histological findings are 
described in detail and shown by photomicrographs. 


Gastrectomy was done and followed by gastro- 
enterostomy of the Billroth II type. The patient is 
now receiving roentgen treatment. 

AupDREY Goss MoreGan, M.D. 


Luquet, G.: The Technique of Gastrojejunal Anas- 
tomosis by Polya’s Method (‘Technique de l’anas- 
tomose gastro-jéjunale par le procédé de Polya). 
Paris chir., 1930, xxii, 193. 

Polya’s gastrojejunal anastomosis after resection 
of the stomach consists of terminolateral implanta- 
tion of the stump of the stomach into the jejunum. 
The steps of the operation in a typical case of re 
section for ulcer of the middle of the lesser curva- 
ture is as follows: 

The duodenum is sectioned just below the pylorus 
and its end is closed. The closure may be done by 
the method of Martel. in which a suture is run 
around the duodenum 1% cm. below the end, the end 
is invaginated into the lumen, and the suture is tied, 
or by the method of Mayo, in which the suturing is 
done over the clamp, the clamp is withdrawn, and 
the sutures are then tightened. In the next step of 
the operation, the mesocolon is lifted up and spread 
out and a vertical incision is made in a non-vascular 
area. The left half of the opening is fixed to the 
posterior surface of the stomach with a number of 
sutures running down from just below the lesser 
curvature toward the greater curvature. The poste- 
rior surface of the stomach is then sectioned 1% cm. 
in front of the line of sutures. The serous and muscle 
layers are sectioned first and then the vessels are 
caught and ligated before the muscle is incised. 

The jejunum is then opened for a distance equal 
to the breadth of the stomach. An assistant catches 
and holds the edges of the intestinal and stomach 
wounds so that the surgeon can suture them. When 
the posterior suture is finished the resection of the 
stomach is completed first and the anterior anas- 
tomosis is completed next. The jejunum is then 
pushed back through the opening in the mesocolon 
and the right border of the wound in the mesocolon 
is fixed to the anterior surface of the stomach. 

In some cases the stomach must be sectioned be- 
fore the anastomosis is done, and sometimes a long- 
loop anastomosis must be made. Under such cir- 
cumstances the anastomosis is made from 20 to 25 
cm. beyond the duodenojejunal angle. 

The different steps of the operation and the varia- 
tions in the technique are shown in illustrations. 

AupDREY Goss Morcan, M.D. 


Webb, C. H., and Wangensteen, O. H.: Congenital 
Intestinal Atresia. Am. J. Dis. Child., 1931, xli, 
262. 


Congenital atresia and stenosis of the intestine, 
exclusive of the pylorus, rectum, and anal canal, is 
a relatively rare condition, occurring in about 1 of 
20,000 infants. Webb and Wangensteen report 2 
cases which came under their observation and re- 
view 15 others. Complete atresia was present in 13 
cases and stenosis in 4. 
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The condition was first reported by Calder in 
1733 and first discussed in detail by Theremin in 
1877. The obstruction is found most frequently 
in the lower ileum and jejunum, but may occur at any 
point in the intestinal tract. Of the cases reviewed 
by the authors, it occurred in the duodenum in 7 
(above the papilla of Vater in 2 and below it in 5), 
in the jejunum in 2, in the ileum and cecum in 6, 
in the colon in 1, and in multiple areas in r. 

The obstruction is usually single, but in about 15 
per cent of the cases there are multiple areas of 
atresia and under such circumstances stenosis and 
atresia may coexist. The degree of constriction 
varies from stenosis to complete obstruction. 

Numerous theories have been advanced to explain 
the occurrence of intestinal atresia. According to 
the theory most generally accepted, the areas of 
occlusion are due to persistence of epithelial buds 
in the intestine. According to another theory, the 
chief factor is an inflammatory reaction. In 2 cases 
the authors found several congenital anomalies. By 
some, the condition is believed to be the result of 
vascular factors such as lack of anastomosis of the 
mesenteric arteries and obliterative lesions and 
sclerosis of the mesenteric vessels. Other causes 
suggested are kinking of the bowel, fetal intussuscep- 
tion, strangulation through a mesenteric orifice, 
volvulus, hypertrophy of the valvule conniventes, 
pressure at the head of the pancreas, developmental 
anomalies in the intestinal mucosa, and syphilis. 
None of these factors will adequately account for 
all cases of intestinal atresia. In the authors’ 
opinion, the most plausible theory is that ascribing 
the condition to failure of a portion of the intestine 
to acquire a normal lumen during its development. 

The most frequent and prominent symptoms of 
congenital intestinal obstruction are vomiting, ab- 
dominal distention, absence of stools or diminution 
in the number of stools, and absence of bile in the 
stools. The infant usually seems normal and takes 
its feedings well for a few hours or the first day. In 
nearly all cases regurgitation or vomiting begins 
within twenty-four hours. It occurs earliest in 
obstruction of the upper part of the small intestine. 
Distention is more marked in low obstruction. 
Visible peristalsis is a pathognomonic sign of ob- 
struction, and stethoscopic examination of the ab- 
domen often reveals loud intestinal borborygmi. X- 
ray examination of the abdomen is of considerable 
aid in the diagnosis. 

The prognosis is poor. The only operation which 
offers any promise of success is anastomosis. 

SAMUEL Kaun, M.D. 


Fischer, A.: Phlegmons of the Intestinal Wall 
(Ueber die Darmwand-Phlegmone). Gyégyédszat, 
1930, ii, 766. 

Phlegmon of the intestinal wall is a very rare 
condition. The author was able to collect only 
about sixty cases from the literature. The etiology 
is not entirely clear. According to the theory most 
generally accepted, the condition develops as a 


local infection in lesions of the intestine, excoriations, 
and sites of ulceration, and as the result of penetra- 
tion of the bacterial flora of the intestine. The most 
common sites of phlegmons are the upper portions 
of the intestinal tract which, because of their firmer 
fixation, are most exposed to mechanical injury. In 
almost all of the cases on record the excitant was 
found to be the streptococcus, but in three cases 
Kausch was able to demonstrate the colon bacillus 
as the cause. 

The phlegmons are of two types. In most cases 
there is a diffuse, inflammatory infiltration of the 
layers of the intestinal wall originating in the sub 
mucosa. More rarely, a circumscribed abscess occurs 
in the layers of the intestinal wall. 

Clinically, the condition appears as an acute, 
intra-abdominal surgical disease. The onset is 
always acute, with severe pain and vomiting. The 
localization of the pain is usually indefinite. ‘Ihe 
temperature is almost always high, and occasionally 
there may be chills. The pulse becomes poorer with 
the progress of the septic intoxication or the develop 
ment of suppurative peritonitis. There is marked 
muscular rigidity corresponding to the localization. 
The diagnosis is very difficult; up to the present 
time it has never been made prior to operation. ‘The 
establishment of the indication for laparotomy and 
recognition of the nature of the condition at the 
time of operation are important. The treatment 
consists in resection of the affected portion of the 
gut far into healthy tissue. 

The author reports a case in which he operated 
for supposed acute appendicitis and resection of the 
intestine was followed by cure. FIsCHMANN (Z). 


Raiford, T. S.: Tumors of the Small Intestine: 
Their Diagnosis, with Special Reference to the 
X-Ray Appearance. Radiology, 1931, xvi, 253. 

This article is based on a study of eighty-two cases 
of primary tumors of the small intestine located be- 
tween the pylorus and the ileocecal junction. Forty 
per cent of the neoplasms were malignant. Thirty- 
seven per cent caused definite symptoms and were 
operated upon. Seventeen per cent causing symp- 
toms were not operated upon, but were recognized 
at autopsy. Forty-six per cent were asymptomatic 
and were found secondarily at autopsy. Only a small 
percentage of the symptomatic group were diagnosed 
before operation, the majority being confused with 
some other intra-abdominal condition. Of the forty- 
two symptomatic cases, the mechanical condition 
brought about by the tumor was recognized in four- 
teen. In six of the fourteen the tumor was recog- 
nized as the cause of the symptoms, and in eight the 
roentgenogram was responsible for the diagnosis. 

The most common tumors of the small intestine 
are carcinomata. These are followed closely, in the 
order given, by adenomata and sarcomata. Next 
most common, in order of decreasing frequency, are 
lipomata, tumors of the chronic inflammatory group, 
fibromata, myomata, and tumors of the carcinoid 
type. Rarer are hemangiomata, hematomata, pan- 
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creatic rests, cysts, and endotheliomata. The tu- 
mors are either annular or asymmetrical and extend 
into or external to the lumen of the bowel. 

The clinical symptoms are dependent largely on 
the mechanical condition in the bowel brought about 
by the tumor, which depends in turn upon the size 
and location of the growth. The author discusses 
the symptoms, physical signs, and differential diag- 
nosis of benign and malignant lesions affecting the 
various parts of the duodenum and obstructive and 
non-obstructive tumors of the jejuno-ileum. 

In lesions of the small intestine roentgen studies 
are usually less helpful than in lesions of other parts 
of the gastro-intestinal tract, but in some cases are 
of extreme value. A flat preliminary film is essential 
to reveal the presence of dense intra-abdominal 
masses. Examinations may be made advantageously 
half an hour and four, eight, and twenty-four hours 
after the administration of the opaque meal. An 
opaque enema may give additional information of 
aid in the differential diagnosis. 

The reliability of the roentgen findings depends 
largely on the location and nature of the lesion. The 
duodenum presents the most satisfactory conditions 
for examination, but such findings as dilatation, fill- 
ing defects, and encroachment upon the lumen of 
the bowel must be evaluated in conjunction with the 
clinical and laboratory findings. In the jejunum and 
proximal ileum it is extremely difficult to locate a 
lesion by roentgen examination. The most common 
finding is obstruction with dilatation proximal to it. 
In the terminal ileum the relative fixation of the 
bowel offers more favorable conditions for roentgen 
studies. Here also, dilatation, filling defects, and 
dense shadows suggest the nature of a lesion. 

In his summary the author says that roentgen ex- 
amination constitutes the best positive means of 
diagnosis, but is not infallible. Negative findings do 
not rule out a lesion and positive findings do not nec- 
essarily indicate a tumor. Doubtful findings should 
be checked by repeating the examination, and all 
roentgen findings should be interpreted in conjunc- 
tion with the clinical data. ApotpH Hartune, M.D. 


Akerlund, A.: Present-Day Criteria of the X-Ray 
Diagnosis of Duodenal Ulcer. Am. J. Surg., 1931, 
xi, 233, 504. 

Akerlund emphasizes the importance of technique 
in the demonstration of the various types of deformi- 
ties of duodenal ulcers. Although he advocates fluor- 
oscopy, he believes that fluoroscopic examination is of 
advantage chiefly to determine the best possible 
angle of projection for roentgenography. In roent- 
yenography, compression is of value. To obtain 
compression, Akerlund employs a special diaphragm. 
If no special device is available, rubber balloons, 
cushions of cotton wool, slices of cork, or hemispheres 
of aluminum may be used. 

The author classifies the various components 
which, either singly or in different combinations, 
make up the roentgenological deformities of duo- 
denal ulcers, as follows: 


1. Niche formation. 

2. Narrowing, indrawing, pursing-up, sulcus or in- 
cisura formation, and defects in the bulbar shadows, 
all of which produce transverse encroachment upon 
the lumen of the bulb. 

3. Loss of convexity, flattening, shortening, and re- 
traction, all of which produce longitudinal restric- 
tion of the bulb. 

4. Pouch formation, saccular dilatation, and di- 
verticula formation. 

5. Annular, ridge and star formations (relief de- 
formities). 

The ulcer niche is produced by entrance of the 
barium into the crater in the wall of the bulb. In 
the profile view, these niches appear as projections 
from the lumen, while from a view at right angles to 
the first, they appear as dark, dense areas, or ‘“‘en 
face” niches. Such ‘“‘en face’’ niches are visualized 
only when compression is used. 

Akerlund has been able to demonstrate niches in 
75 per cent of his cases of duodenal ulcer and fre- 
quently has been able to determine whether only one 
ulcer was present or whether multiple ulcers existed. 

In practically every case the niche is associated 
with one or more of the abnormalities mentioned. 
The deformity most frequently found is transverse 
encroachment on the bulbar lumen. The other de- 
fects are often more obvious than the niches them- 
selves. Usually they occur and are deepest on the 
greater curvature border. They may be due to or- 
ganic changes such as infiltrative processes or to 
spasm. Roentgenologically, it is impossible to de- 
termine whether the defect is organic or functional. 

The longitudinal restrictions of the bulbar lumen 
are commonly referred to as retractions and concavi- 
ties. The retractions develop in the longitudinal 
plane of the bulb which passes through the ulcer 
itself. Therefore the deformity is usually unilateral 
and is on the lesser curvature border. 

The pouch formations, saccular dilatations, and 
diverticula are the defects caused by the action or 
shrinkage of cicatricial tissue and the increased pres- 
sure within the bulb itself. They must not be con- 
fused with congenital diverticula. All transitional 
stages are found, from shallow pouches to purse-like 
constricted diverticula with distinct necks. 

Akerlund interprets the “‘annular ridge’ as the 
crest-like swelling immediately surrounding the cra- 
ter. “En face,” and with compression, this change 
appears as a circular clear zone around the crater. In 
profile, it gives the appearance of a local concavity 
bordering the ulcer. The star formations are formed 
by the radiating folds of mucous membrane converg- 
ing toward the crater. 

Although the niche is the only direct roentgen-ray 
sign in duodenal ulcer, it cannot be demonstrated in 
25 per cent of the cases. In the absence of the niche, 
the diagnosis of duodenal ulcer may be made if the 
other component defects are present in combination. 

In the differential diagnosis, the following condi- 
tions must be kept in mind: (1) affections of the gall 
bladder, (2) periduodenal adhesions without ulcer, 
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(3) new growths of the duodenum, and (4) congenital 
duodenal diverticula. 

In addition to diagnosis, roentgen study of the bulb 
is of value chiefly in revealing the indications for 
treatment. That fresh, simple, uncomplicated ulcers 
with accompanying functional and transitory de- 
formities require medical treatment is just as certain 
as that cicatricial, fibrous, markedly shrunken forms 
of ulcers, perhaps complicated with diverticula for- 
mation and shortening of the bulb, demand surgical 
intervention. 

The author’s method of examination and the vari- 
ous types of duodenal deformities are shown by fifty- 
four carefully chosen roentgenograms and photo- 
graphs. Cuar.es H. Heacock, M.D. 


Muller, G. P., and Rademaker, L.: End-Results 
in Radical Operations for Carcinoma of the 
Periampullar Region of the Duodenum. Anz. 
Surg., 1931, Xcili, 755. 

Carcinoma of the periampullar region of the duo- 
denum is rare and usually diagnosed only at opera- 
tion or autopsy. Because of the situation of the 
tumor, blockage of the common duct occurs early. 
As the tumor metastasizes late, surgery may be 
curative. The average operative mortality of 58 
per cent is due to the jaundiced state with hemor- 
rhage or “liver shock.” 

Following a review of the literature, the authors 
report a case in which they performed a radical 
resection of the tumor five years ago with apparent 
cure. M. HERBERT BARKER, M.D. 


Ronzini, M.: Congenital Megacolon (Sul megacolon 
congenito). Riforma med., 1931, xlvii, 86. 


The author reports the case of a girl three years 
old whose mother stated that when the child was 
five days old she had not passed any meconium and 
had tonic-clonic convulsions. The convulsions stopped 


when an enema was given. As bowel movements 
never occurred spontaneously, an enema was required 
every two or three days. The convulsions recurred 
from time to time. Since the child was fifteen months 
old her abdomen had been increasing in size. When 
she was admitted to the hospital it was enormously 
distended. During the past year she had had no con- 
vulsions, but had suffered from attacks of vomiting, 
dyspnoea, and cyanosis accompanied by a small, 
rapid pulse. 

Total colectomy was performed under ether anes- 
thesia. Histological examination showed that the 
muscle, nerve, connective tissue, and gland elements 
were normal except for hypertrophy of the muscle 
such as results from overwork. The author therefore 
rejects all theories of the pathogenesis of congenital 
megacolon which are based on aplasia of the muscles 
or nerves. 

The mechanical obstruction at the sigmoid flexure 
which was shown by an opaque enema before the 
operation was probably caused by the weight of the 
dilated ptotic descending colon on the sigmoid which 
was exceedingly long and curved. While this ar- 


rangement was not found at operation, the author 
agrees with Konjetzny that when the abdomen js 
opened in megacolon the intestines sometimes herni- 
ate forcibly through the wound and change their 
position. 

In the case reported the colon showed all of the 
anatomical features of congenital megacolon—elonga- 
tion, dilatation, and hypertrophy. The author be- 
lieves that the pathogenesis was mixed; that the 
exaggerated angulation of the sigmoid flexure was 
caused by embryonic elongation and dilatation, and 
that the muscle hypertrophy was caused by the ef- 
forts of the intestine to overcome the mechanical 
obstruction, AupreEY G. Morgan, M.!) 


Charrier, J., and Leibovici, R.: Excision of Cancers 
of the Colon Complicated by Large Perineo- 
plastic Abscesses (De l’exérése des cancers du 
célon compliqués de gros abcés péri-néoplasiques), 
J. de chir., 1931, XxXXvii, I. 

This article is based on seventeen cases of cancer 
of the colon complicated by abscess which were col- 
lected from the literature and two cases which were 
treated by the authors. Perineoplastic abscesses of 
the colon are not always associated with perforation 
of the bowel, and the pus is not always of the mixed 
bacillus coli and anaérobic type. Sometimes an 
aérobic pyogenic process changes into a typical 
mixed anaérobic infection. The change may be ex 
plained by perforation of the bowel by a mesenteric 
abscess. In any case the abscess is no indication of 
the extent of the neoplastic process. 

The authors limit their discussion to localized 
abscesses, leaving generalized mesenteric and retro 
peritoneal infections out of consideration. The three 
possible methods of treatment are immediate resec 
tion, early resection, and late resection. 

Immediate resection. Hochenegg excised an ab 
scess about the splenic flexure in one block with the 
neoplastic segment of bowel without breaking the ab- 
scess, and brought the proximal stump of the trans- 
verse colon and the distal stump of the descending 
colon to the surface. The result was good. This 
method was used in three cases with one death 

Early resection. In the first stage the abscess is 
drained and the tumor-bearing loop exteriorized. 
Then, after from five or ten days, the loop is re- 
sected. In one of the cases in which the authors 
used this method the patient showed no signs of 
obstruction, but complained of metrorrhagia. As 
they suspected an adnexal infection, the authors 
evacuated the abscess through a midline incision. 
On discovering a cancer without a perforation in a 
loop of the sigmoid, they brought the neoplastic !oop 
to the surface near the symphysis, and near the 
umbilicus performed a colostomy in a more proximal 
loop to sidetrack the bowel contents from the can- 
cerous loop. They then closed the abdominal wall 
around drains. On the ninth day the abdominal 
wall about the colostomy opening broke down. On 
the twelfth day the authors performed a second 
colostomy, using the ascending colon, and at the 
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same time resected the neoplastic loop. On explora- 
tion of the abdomen seventy-three days later, when 
they took down the first colostomy, they found few 
adhesions and no metastases. Three months after 
the closure of the second colostomy, the patient was 
in good health. 

Late resection. In treatment by late resection the 
first stage may consist of simple incision of the ab- 
scess, of drainage and cecostomy, or of drainage and 
bilateral exclusion of the cancer. A cancer which 
appears inoperable at the first stage may often be 
removed easily after subsidence of the oedema fol- 
lowing drainage. Koerte prefers to limit the first 
stage of the operation to simple incision of the ab- 
scess. Of eight cases which were treated by late re- 
section (in seven by Koerte), good results were 
obtained in five. 

Drainage of the abscess and cecostomy were done 
in the first stage of the operation in the authors’ 
second case. Cacostomy decreases the chances of 
the formation of a stercoral fistula. In the second 
stage in the authors’ case the left half of the trans- 
verse colon which contained the cancer was resected. 
Five months after closure of the cecostomy the 
patient was in good health. 

Drainage with bilateral exclusion of the cancer 
was used in three cases reported by Finsterer. The 
first stage is a bowel anastomosis. For example, in 
a case of tumor of the descending colon, an anas- 
tomosis is made between the transverse colon and 
the sigmoid and the neoplastic segment is resected 
six weeks later. Finsterer obtained good results in 
all of his cases. The disadvantage of his operation 
is a lengthy first stage in the presence of intestinal 
obstruction, cachexia, or infection. In general, cx- 
costomy is simpler than bowel anastomosis. 

The immediate mortality in the nineteen cases 
reviewed was 30 per cent. Three of the patients 
were free from cachexia for two and a half, nine, and 
twenty-one years respectively. 

In conclusion the authors state that cancer of the 
colon complicated by a large perineoplastic abscess 
is not necessarily inoperable. The suppuration may 
lead to an early diagnosis. In the stage of suppura- 
tion it is impossible to determine the extent and 
operability of the cancer for when an abscess is 
present the cancer appears to be much more exten- 
sive than it would appear in the absence of suppu- 
ration. After the abscess has been drained and the 
colon placed at rest for several weeks the cancer 
will often be found operable. 

Of the three methods of treatment reviewed, the 
authors reject immediate resection because it is 
usually too difficult to resect an abscess with the 
cancer in one block and the patient is usually in 
poor condition. Early resection after several days 
of exteriorization is possible on the sigmoid colon 
when the abscess is small and the tumor can be 
brought to the surface without much difficulty. The 
authors believe that for most cases the procedure 
of choice is late resection following drainage of the 
abscess with cacostomy. Curtis Netson, M.D. 


Royster, H. A.: The Tragedy of Appendicitis. 
Pennsylvania M. J., 1931, Xxxiv, 370. 

Royster says that the present high and increasing 
mortality of appendicitis indicates that we have 
stopped talking about this malady too soon, assum- 
ing that the subject is trite and so well understood 
that newer diseases more urgently demand our 
attention. He emphasizes that appendicitis is a 
surgical disease from the very beginning, and that 
the surgeon must not cease urging early operation. 

The chief causes of the increase in the mortality 
are delay of operation and the administration of 
cathartics early in the condition. The laity must be 
taught their dangers. Reduction of the mortality 
depends upon the prevention of gangrene and 
perforation with consequent peritonitis. Most sur- 
geons, given the opportunity of early operation, 
are able to cure their cases of appendicitis with 
practically no mortality. Morison says: ‘There 
should be no percentage of deaths from appendicitis 
if every case commencing with acute pain and de- 
veloping tenderness and rigidity of the abdomen and 
quickening of the pulse were operated upon within 
twelve hours.” 

In support of his contention that the mortality of 
appendicitis is increasing, Royster cites a recent 
report of the Department of Public Health of 
Philadelphia in which it is stated that during the 
period from 1913 to 1923 the mortality of appendi- 
citis in Philadelphia increased 18 per cent and that 
laxatives administered to the patients before they 
reached the hospital were directly responsible for 
207 deaths. Moreover, it is estimated that in the 
year 1926, 17,335 persons in the United States died 
of appendicitis, 12,655 of these were given laxatives, 
and 11,680 of the latter probably died from the 
effects of the laxatives. Joun W. Nuzum, M.D. 


Wilkie, D. P. D.: Mortality in Acute Appendicular 
Disease. Brit. M.J., 1931, 1, 253. 


In spite of the early operations performed in ap- 
pendicitis the mortality is practically the same as it 
was twenty years ago. Wilkie explains this fact by 
assuming that the majority of the cases now op- 
erated upon early are not of the dangerous type and 
that cases of the dangerous type are operated upon 
no earlier now than twenty years ago. 

He emphasizes the importance of differentiating 
between two types of appendicular disease: (1) acute 
inflammation of the wall of the appendix, i.e., appen- 
dicitis, and (2) acute obstruction of the lumen, i.e., 
acute appendicular obstruction. The former is the 
type usually recognized. It is seldom fatal unless com- 
plicated by obstruction. The latter type differs in 
no way from a closed loop obstruction and is not gen- 
erally recognized clinically. Because of the obstruc- 
tion, colicky pains are a prominent part of the clinical 
picture. The temperature and pulse are apt to be 
normal. Because of the early gangrene from inter- 
ference with the blood supply, perforation of the 
obstructed appendix into a free, uninvolved perito- 
neal cavity is apt to occur, whereas in the inflamma- 
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tory type of the condition perforation occurs into a 
part of the peritoneal cavity which has been walled 
off by inflammatory adhesions. Well over 90 per 
cent of the deaths from acute appendicular disease 
occur in the cases with obstruction. 

When a diagnosis of acute disease of the appendix 
is made within forty-eight hours, immediate opera- 
tion is preferable in the inflammatory type, and 
imperative in the obstructive type. Operation is 
indicated also when the diagnosis is made between 
the second and fourth days after the onset and signs 
of spreading peritonitis are noted, but when the pa- 
tient is first seen four or five days after the onset of 
the condition and a localized tumor is found opera- 
tion does more harm than good. The author says: 
“Those who state that there is no stage at which one 
should not operate may be skillful mechanicians; 
they are not surgical pathologists.” 

Adequate incision is necessary, especially in the 
obstructive type of case. If a well-walled-off abscess 
is found, the appendix should not be removed unless 
its removal can be done without causing gross dis- 
turbance of the adhesions. Wilkie drains the ab- 
dominal wall but not the peritoneal cavity. After 
the operation he introduces small quantities of hy- 
drogen peroxide through a small Carrel tube in the 
wound every few hours in order to prevent the de- 
velopment of an anaérobic infection. Since this tech- 
nique has been used the postoperative convalescence 
during the first few days has been much smoother 
and there has been less sloughing of the muscle and 
aponeurosis. In order to avoid leaving in the wound 
any dead organic material which might act as a pabu- 
lum for bacteria, Wilkie sutures with silkworm gut 
which he loops through the peritoneum and muscle 
and leads out through the wound. For the treatment 
of postoperative intestinal obstruction which is re- 
sponsible for a number of deaths, he advocates en- 
terostomy or ileocolostomy and the use of intravenous 
injections of 5 per cent sodium chloride solution. 

ALTON OcHSNER, M.D. 


Smith, F. M., Paul, W. D., and Fowler, W. M.: The 
Mechanism of the Epigastric Distress Asso- 
ciated with an Irritable Colon and Chronic 
Appendicitis. Arch. Int. Med., 1931, xlvii, 316. 


In order to study the tone and peristaltic action 
of the pyloric section of the stomach, the authors 
fixed a rubber condom in the pylorus and connected 
the balloon with a bellows recorder. 

In cases of irritable colon stimulated by the in- 
jection of air into the lower bowel, epigastric dis- 
tress was coincident with the changes in pyloric 
tone and the passage of a peristaltic wave over the 
pyloric section of the stomach. 

Patients with proved chronic appendicitis re- 
sponded with a similar change of pyloric tone co- 
incident with epigastric distress when the ileocecal 
region was massaged. 

In patients with peptic ulcer the epigastric dis- 
tress was associated with spasm of the pylorus and 
frequently showed a tendency toward periodicity 


corresponding to what seemed to be hunger con- 
tractions. In most of the cases of ulcer, stimulation 
of the colon did not produce epigastric distress. 
However, in some instances the typical ulcer pain 
could be produced in this way. Epigastric distress 
was always associated with increased tone in the 
pylorus and peristalsis. 

These observations indicate that the epigastric 
distress of a spastic condition of the colon and 
chronic appendicitis is of gastric origin and induced 
by reflex stimulation of the stomach. 

GeorceE A, CoLLett, M.1. 


Miles, W. E.: The Pathology of the Spread of Can- 
cer of the Rectum and Its Bearing upon the 
Surgery of the Cancerous Rectum. 
Gynec. & Obst., 1931, lii, 350. 


Surg., 


It is a common experience to find widespread 
dissemination in the perirectal tissues and even 
in the abdominal cavity in clinically early cases of 
rectal carcinoma. It seems probable that malignant 
cells become detached from the primary growth 
almost synchronously with the inception of the 
tumor and form more or less distant metastases by 
entering the lymph channels in the surrounding 
tissues. Although there is only one type of car- 
cinoma of the rectum, four clinical varieties can be 
recognized: The papilliferous, the adenoid, the 
colloid or mucoid, and the melanotic. 

The papilliferous carcinoma resembles a simple 
papilloma, but at its base the epithelial elements 
proliferate irregularly and penetrate the muscularis 
mucose. Such a growth extends rapidly upon the 
surface and soon involves the whole circumference of 
the bowel, therefore producing obstruction long be- 
fore infiltration of the muscular coat has progressed 
to any marked degree. For this reason, this type is 
not particularly malignant and seldom gives rise to 
extramural metastases unless it has been in existence 
for a considerable time. Hence it seldom recurs 
after removal even by an operation of the most 
restricted type. Obstructive symptoms caused by 
blocking of the lumen of the bowel lead to its early 
detection before extramural dissemination has had 
time to take place. 

The adenoid carcinoma, the most common variety, 
appears as a sessile tumor involving the mucosa and 
submucosa. The growth is flattened and increases 
in size in all directions. While at first it is freely 
movable, it soon becomes adherent to the muscular 
coat, which it infiltrates rather early. The infiltra- 
tion occurs probably within six months. At this 
early stage, the retrorectal lymph glands are usually 
invaded, a fact proving that extramural dissemina- 
tion of cancer cells takes place while the growth is 
still in a clinically early stage of development. 
Therefore the adenoid carcinoma must always be 
considered highly malignant. After a restricted 
operation it will inevitably recur. 

The colloid or mucoid carcinoma is merely a de- 
generative stage of the preceding varieties, both the 
epithelial elements and the connective tissues under- 
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going mucinoid change. It is extremely malignant 
and is apt to recur even after the most radical 
operation. 

The melanotic carcinoma, the most malignant 
type of all, is extremely rare. It is found either in 
the anal canal or at the lowermost part of the 
ampulla, and generally upon the posterior wall. 
Grossly, it differs little in general appearance from 
the ordinary adenoid cancer, but histologically the 
presence of pigmentation in the epithelial and con- 
nective tissue elements reveals its true nature. 
Rapid dissemination takes place, giving rise to 
metastases throughout the body. It invariably 
recurs after removal. 

During the process of growth, cancer of the rec- 
tum spreads in three ways: (1) by direct extension 
through continuity of tissue, (2) through the 
venous system, and (3) by means of the lymphatic 
system. 

In direct extension in the ampulla, the growth 
takes six months to travel around a quarter of the 
circumference of the bowel. Involvement of the 
entire circumference by direct extension is a com- 
paratively slow process. By the time three-quarters 
of the circumference has been involved, the growth 
has been in existence for about eighteen months. 
Unfortunately, however, other and more important 
modes of spread take place simultaneously and with 
greater rapidity, leading to distant dissemination 
even when the primary growth is still in an early 
phase of development. 

In spread by the venous system the cancer cells 
invade the venous radicles and then, becoming de- 
tached from the main body, are swept into the 
venous system and carried to a great distance from 
the primary growth. As this mode of spread is 
rare, it can be disregarded when operability is con- 
sidered. It cannot be controlled by either surgical 
or other means. 

Spread by way of the lymphatic system is by far 
the most important of the modes of dissemination 
of cancer cells in the perirectal tissues and to distant 
parts. The author emphasizes that a thorough 
knowledge of the lymphatic system is essential to 
the performance of any radical operation for cancer. 
He presents a very detailed description of the rectal 
lymphatics. The rectal lymphatics fall into three 
groups: namely, the intramural, the intermediary, 
and the extramural. 

The dissemination of cancer cells by way of the 
extramural lymphatic system is more widespread 
and of much greater consequence than dissemination 
along the intramural lymphatics. Moreover, it ap- 
pears that, of the three zones of possible extramural 
spread, the upper zone is the most important be- 
cause secondary deposits, visible to the naked eye 
or with the aid of a microscope, are always found in 
this zone. By carefully determining the position of 
metastases during the performance of operations 
and noting the locality affected by the recurrent 
growth either clinically or during the performance of 
secondary operations, recording the extent and 


position of metastases in cases in which operations 
were abandoned on account of the presence of 
metastases, studying the postmortem findings in 
regard to the spread of cancer in cases of death from 
advanced and inoperable cancer, and following the 
detailed macroscopic and microscopic examinations 
of specimens removed by operation, it has been 
possible to map out with considerable accuracy the 
tissues that are liable to metastatic deposit during 
the progress of the disease and to recurrence after 
restricted operations. The tissues chiefly involved 
in the spread of cancer of the rectum are the ischio- 
rectal fat, the levatores ani, the pelvic peritoneum, 
and the pelvic mesocolon. Pathology teaches that 
these tissues may be the site of metastatic deposits 
even when the growth in the rectum is in a clinically 
early stage, and that unless they are completely 
removed whenever an operation for the removal of 
the cancerous rectum is undertaken, postoperative 
recurrence will develop in practically every case. 
AntHony F. Sava, M.D. 


Rosser, C.: The Etiology of Anal Cancer. Am. J. 


Surg., 1931, xi, 328. 

Although Ewing and others have expressed the 
theory that chronic irritation plays no demonstrable 
part in the production of malignancy of the anus, 
Rosser is of the opinion that fistula, hemorrhoids, 
and cicatrices in the anal canal are exciting causes of 
anal cancer. He states that in the lower portion of 
the canal the excitation may act directly to produce 
epitheliomata, and in the upper portion may act in- 
directly with adenoma formation as an intervening 
stage. 

Of thirteen cases of anal cancer seen in the 
author’s hospital services, the cancer had been pre- 
ceded by a benign anal disease in twelve. In seven of 
the twelve the antecedent lesion was a fistula; in 
four, hemorrhoids; and in one, chronic cryptitis and 
papillitis. Rosser reviews eighteen other cases from 
the literature. He suggests that a more careful 
investigation of the history and preceding local 
changes in cases of anal cancer would increase the 
number of similar cases recorded. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Rouillard, J., and Schwob, R. A.: Peritonitis with 
Extravasation of Bile in the Absence of a Visible 
Perforation of the Biliary Tract (Peritonite avec 
épanchement bilieux sans perforation visible des 
voies biliaires). Bull. et mém. Soc. méd. d. hop. de 
Par., 1930, xlvi, 1891. 

The authors report the case of an eighty-three- 
year-old woman who died of peritonitis in which the 
peritoneal fluid contained a considerable quantity of 
bile although there was no demonstrable perforation 
of the biliary or gastro-intestinal tract. 

Only thirty cases of this type of peritonitis have 
been reported in the literature. The authors attri- 
bute the condition to acute distention of the gall 
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bladder from stone or a carcinoma of the head of the 
pancreas followed by transudation of the biliary 
fluid through the cedematous walls of the gall 
bladder and infection. They state that, in spite of 
its rarity, it must be borne in mind in the differential 
diagnosis of acute lesions of the upper abdomen 
suggesting the perforation of a viscus. If the case is 
seen relatively early, cholecystectomy is indicated. 
W. P. VAN WaGENEN, M.D. 


Kment, H.: Operative and Late Results of Op- 
erations on the Biliary Tract (Operations- und 
Dauererfolge nach Eingriffen an den Gallenwegen). 
Beitr. z. klin. Chir., 1930, cl, 534. 

The author reviews the material from the Schloffer 
clinic from 1912 to 1924. Four hundred and twenty- 
seven patients (98 men and 329 women) with bile 
tract disease (exclusive of acute pancreatitis and 
carcinoma) were operated upon with 29 fatalities, a 
mortality of 6.79 per cent. The fatalities occurred 
chiefly in neglected cases in which an early opera- 
tion might have saved life. The most common con- 
ditions in the latter were cholangeitis and long- 
standing common duct obstructions. Of 245 patients 
operated upon in an interval between attacks, 5 
(2.04 per cent) died, and of 117 operated upon dur- 
ing an attack, 17 (14.5 per cent) died. Of 15 pa- 
tients who had come to operation in extremely poor 
condition and upon whom transduodenal choledo- 
chotomy was performed, 2 (13.3 per cent) died. Of 
243 patients operated upon between attacks, 23 had 
no stones, although all but 3 showed indisputable 
evidence of previous inflammation. 

The report of the late results is based on 293 pa- 
tients (73.1 per cent of the total number) who could 
be traced. Of these, 18 died of intercurrent diseases 
which had no relation to the operation. Of the 
remainder, 91 per cent were fully able to work, but 
8.4 per cent could do only light work or none at all. 
The cases of the latter are discussed in detail. It 
is shown that, aside from definite recurrences and 
gastric disturbances which might possibly have had 
their origin in the operation, the symptoms in a 
number of cases had no relationship whatever to 
the bile-tract disease or the operation. 

The patients whose symptoms were acute and 
had not been present longer than one week and who 
had never had a previous attack were invariably 
cured permanently; likewise, those whose symptoms 
had remained entirely latent for years, and in 
whom the attack which led to operation was at 
most the second or third. Failures occurred in the 
cases in which the first attack had not entirely sub- 
sided and after ineffective treatment or after a 
period of weeks or months operation was done follow- 
ing the onset of a new, severe attack. Therefore 
operation is definitely indicated during the acute 
attack, as soon as the diagnosis is made unless the 
attack is very mild. In patients with empyema of 
the gall bladder the late results were especially poor. 
Of 29 patients, 21.7 per cent were unable to work. 
The author concludes from his relatively small ma- 


terial that it is better to operate upon cases of 
empyema in 2 stages. For all other cases he is op- 
posed to cholecystostomy if it does not constitute 
a preliminary operation for a subsequent chole- 
cystectomy. Cholecystectomy is considered the 
operation of choice. Transduodenal choledochot- 
omy has been particularly valuable in stones in the 
ampulla. Primary closure of the abdominal wall is 
inadvisable because of its dangers. Improvement of 
the late results is not to be expected from it. With 
positive diagnosis, careful and technically fauliless 
operating at the proper time, and proper ajfter- 
treatment it should be possible to improve the 
operative and late results materially. Cotmrrs (/). 


Serra, V.: A Clinical and Anatomopathological 
Contribution to the Study of Cancrocirrhusis 
(Contributo clinico ed anatomopatologico allo 
studio della cancrocirrosi). Policlin., Rome, 131, 
XXXviii, sez. med. 64. 


This article is based on a detailed study of four 
cases of cancrocirrhosis and a review of the literature 
on the condition. In only one of the four cases, that 
of a luetic man with a hereditary predisposition to 
cancer, was an early diagnosis possible. In this case 
the diagnosis was based on pain, hemorrhagic 
ascites, and the findings of physical examination of 
the liver. The author emphasizes the impossibility 
of making an exact diagnosis of the nature of the 
neoplastic process. Cancrocirrhosis, as well as 
sarcoma, may occur in young persons and run a 
rapid course, and may be associated with a high 
temperature and unassociated with icterus. It is 
this difficulty of diagnosis to which surgeons attri- 
bute their almost general failure in operations on 
hepatic tumors. 

As regards the important question of a possible 
connection between adenomatous and cancerous 
formations, the author reaches the conclusion that 
no pathogenetic relationship is demonstrable by our 
present methods of investigation. Therefore we 
must revert to the old theory of Corazza that the 
co-existence of cancer and cirrhosis is purely 
accidental, a theory upheld by Sabourin and Gabbi 
and recently by Mikula and Klein. 

WILtraM W. WaHITELOCK, Ph.}). 


Gosset, A., Bertrand, I., and Gonnelli, V.: Cyto- 
logical Studies of the Gall Bladder (Etudes 
cytologiques sur la vésicule biliaire). Ann. d’unul. 
path., 1931, viii, 97. 

The authors made histological examinations of 
ten gall bladders showing the most varied lesions of 
cholecystitis. They describe the staining technique 
in detail and show the findings by means of photo- 
micrographs. They state that the d’Achucarro- 
Hortega tannin-silver stain is a very good one for the 
study of the epithelial mitochondria. Paraffin in- 
clusion helps the impregnation. 

The mitochondria show considerable variation 
depending on the position of the epithelial cells in 
the gall bladder and the pathological condition. In 
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cholecystitis, they become granular. In strawberry 
gall bladder they are filamentous. In ordinary 
cholecystitis, the chorion shows no trace of mito- 
chondria, but in strawberry gall bladder there is an 
intense infiltration in the connective tissue network 
as in the epithelium, demonstrating unusual activity 
of the reticulo-endothelial tissue. The bipolarity of 
the epithelial cells, which has been shown in the 
normal gall bladder, persists in the pathological 
processes studied by the authors. 
Aubrey G. Morcan, M.D. 


Bockus, H. L.: Shay, H., Willard, J. H., and Pessel, 
J. F.: A Comparison of Biliary Drainage and 
Cholecystography in Gall-Stone Diagnosis, 
with Special Reference to Bile Microscopy. J. 
Am. M. Ass., 1931, XCvi, 311. 


The authors believe that non-surgical biliary drain- 
age is a very important procedure in the diagnosis of 
gall stones. They had a series of 124 operative cases 
in which the cholesterol crystals or bilirubin calcium 
pigment or both were recovered from the bile by the 
duodenal route before operation. The evacuation of 
B bile from the gall bladder was usually necessary to 
recover these pigments. For cases in which gall 
stones are suspected, the authors advocate the re- 
peated application of stimulating solutions to the 
duodenum until B bile is obtained. In many cases 
of stone the bile has a reddish or brick-brown tint 
which is possibly due to its increased pigment con- 
tent. A careful search for typical pigment should be 
made whenever this type of bile is recovered. In 5 
per cent of the authors’ cases the pathognomonic ele- 
ments were recovered only after the bile was cen- 
trifugalized. 

The finding of cholesterol crystals and bilirubin 
calcium pigment in the same bile was pathognomonic 
in 72 cases. The finding of cholesterin crystals with- 
out the characteristic pigment (18 cases) led to a 
correct diagnosis of gall stones in 89 per cent, and 
the finding of bilirubin calcium pigment (34 cases) 
led to a correct diagnosis on go per cent. 

The comparative value of bile drainage and chole- 
cystography was studied in 148 proved cases of cho- 
lelithiasis. A positive diagnosis was suggested by 
drainage in 85.2 per cent and by cholecystography in 
29.2 per cent. Evidence of a pathological condition 
of the gall bladder was shown by cholecystography 
in 88.4 per cent of the cases and in 98 per cent by 
drainage. The authors conclude that if only 1 study 
is carried out, intravenous cholecystography is su- 
perior to drainage and oral cholecystography as a 
gauge of gall-bladder function. 

RoBERT ZOLLINGER, M.D. 


Bilger, F., and Fontaine, R.: Cases of Gall Stones 
Associated with Kidney Disease (A propos de 
quelques observations de lithiase biliaire et d’affec- 
tion rénale intriquées). Rev. de chir., Par., 1931, 1, 
34. 


The authors report five cases in which gall stones 
and kidney disease were associated. In three, the 


right kidney was affected and in two the left. In all, 
the presence of gall stones was verified by roentgen 
examination and in four by operation. In all of the 
cases the kidney disease was unilateral. In four, it 
was pyelonephritis, and in two this condition was 
associated with nephroptosis. In one case there was 
a renal calculus in a hydronephrotic or polycystic 
left kidney. The renal suppuration was caused by 
the colon bacillus. The kidney disease was treated 
by irrigation of the renal pelvis in all of the cases, 
and the gall stones were removed by operation in 
four. 

It is not known whether the two diseases were in- 
dependent of each other or one produced the other. 
As the kidney affections were caused by the colon 
bacillus, it might be assumed that the disease was a 
hepatorenal condition originating in the gall bladder. 
However, it is possible for nephroptosis to cause the 
formation of gall stones. 

The abdominal symptoms in such cases are gen- 
erally slighter than the kidney symptoms and may 
be disregarded or considered reflex disturbances as- 
sociated with the kidney disease. If the diagnosis is 
not made before pyuria begins the patient is more 
apt to go to the urologist than to the surgeon. In the 
authors’ cases the pyuria brought the patients to the 
urologist only after they had been treated for a long 
time for enteritis, constipation, or hepatic colic. The 
physician should bear in mind the possible co-exist- 
ence of gall stones and kidney disease. The diagno- 
sis can be made comparatively easily now by means 
of cholecystography and profile roentgenography. 

Aubrey G. Morcan, M.D. 


Desplas, B., and Meillére, J.: Cholecystostomies 
of Derivation. Technique and Indications of 
the Conservative Cholecystostomy (Cholécys- 
tostomies de dérivation. Technique et indications 
de la cholécystostomie continente). Presse méd., 
Par., 1931, XXXiX, QI. 

In the technique used by the authors for chole- 
cystostomy a vertical incision is made over the gall 
bladder from the costal margin downward to cm. 
at the lateral border of the right rectus muscle. The 
gall bladder is then seized, emptied by means of a 
syringe, and incised. Following the removal, with 
a gall-bladder curette, of any stones which may be 
found, a No. 18 Pezzer catheter is inserted. Four 
sutures are then introduced in the gall-bladder wall 
at a distance of 1 cm. from the incision and by 
tying these sutures the wall of the gall bladder is 
invaginated tightly about the catheter. The ends 
of the sutures, four on each side, are then passed 
through the parietal peritoneum and the posterior 
aponeurosis and tied to bring the gall bladder into 
intimate contact with the anterior abdominal wall 
and shut off the operative field from the peritoneal 
cavity. The abdomen is then closed above and be- 
low without drainage. An operculum is slid over 
the catheter and held against the skin by adhesive. 

This operation is attended by very little operative 
shock, it may be done under general or local anes- 
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thesia, it renders peritoneal drainage unnecessary, 
the operculum prevents irritation and ulceration of 
the abdominal wall by bile, and the fistula closes 
rapidly when the catheter is removed. 

The indications for cholecystectomy recognized 
by the authors are hydrops of the gall bladder, 
sclerosing atrophic cholecystitis, a markedly infected 
phlegmonous or gangrenous gall bladder, rupture or 
perforation of the gall bladder, and degenerative 
cholecystitis. 

The authors regard cholecystostomy as indicated 
in cases of infection of the main bile ducts, chol- 
angeitis, calculus of the common duct, and black 
bile, and when the illness is humoral, the liver is 
enlarged, the pancreas is involved, or a severe sub- 
hepatic perivisceritis is present—in short, in all cases 
in which the general condition is precarious. 

James B. Mason, M.D. 


MISCELLANEOUS 


Giustinian, V., and EstiGd, M.D.: Congenital 
Diaphragmatic Hernia in an Infant (Hernia 
diafragmatica congénita en el lactante). Semana 
méd., 1931, XXXVili, 35. 

A boy three months old was admitted to the hos- 
pital for attacks of suffocation and asphyxia. Dull- 
ness and respiratory silence were found over the 
whole left hemithorax. Roentgenoscopy revealed 


dextrocardia and, in the center of the diseased 
hemithorax, the image of a small, perfectly spherical 
cavity surrounded by incomprehensible  ditiuse 
shadows. 

For about forty days the infant had had attacks 
of asphyxia with cyanosis which occurred after 
effort (crying, nursing, etc.) permanent discrete 
dyspnoea, a dry cough, and constipation. On ac- 
count of the absolute dullness in the left half of the 
thorax, two pleural punctures were done. These 
were negative. A tentative diagnosis of tumor of the 
lung was made. The condition continued to get 
worse and death occurred twenty-five days alter 
the infant’s admission to the hospital. 

Autopsy revealed a diaphragmatic hernia. The 
mass of the small intestine had passed under and 
behind the stomach into the left hemithorax, carry- 
ing with it the cecum and the ascending and 
transverse colon, displacing the heart to the right, 
and collapsing the lung. 

It is worthy of note that the child lived four 
months with a congenital lesion which reduced the 
field of deration to a single lung functioning under 
difficulties. The diagnostic error did not influence 
the outcome. Congenital diaphragmatic hernia in its 
embryonal form is an anomaly of such magnitude 
that it is incompatible with life and impossible to 
remedy because of technical difficulties. 

MARGUERITE P. Sion. 





GYNECOLOGY 


UTERUS 


Uebel, P.: The Treatment of Myomata and Hzmor- 
rhagic Metropathies at the Wuerzburg Uni- 
versity Gynecological Clinic in the Period from 
1923 to 1928 (Ueber die Therapie der Myome und 
haemorrhagischen Metropathien an der Wuerz- 
burger Universitaets-Frauenklinik, 1923 bis 1928). 
Strahlentherapie, 1930, xxxviii, 438. 

The author reviewed 1,048 cases of myoma of the 
uterus and hemorrhagic metropathies treated at the 
Wuerzburg University Gynecological Clinic to de- 
termine the value of irradiation therapy in these con- 
ditions. In the first part of this article he discusses 
the guiding principles of the treatment in general. 
Sixty-eight cases were treated by curettage alone, 
891 by irradiation, and 89 by operation. Of the 451 
cases of metropathy, 90.7 per cent were treated by 
curettage and irradiation, 2.2 per cent by irradiation 
alone, and 7.1 per cent by curettage alone. Curet- 
tage was done in about 90 per cent of the total num- 
ber of cases, not only for therapeutic purposes, but 
also for diagnosis. Curettage alone is of course ap- 
plicable only in cases in which the only symptom is 
hemorrhage. In 68 such cases it proved sufficient to 
control the bleeding over an observation period of 
more than a year, but in 4 cases irradiation was nec- 
essary in addition. When curettage alone was not 
sufficient, irradiation was always applied in cases of 
metropathy and was applied whenever possible in 
cases of myoma. 

The definite indications against irradiation and for 
operation are: (1) an uncertain diagnosis, (2) young 
age of the patient, (3) certain localizations, peduncu- 
lation, or incarceration of a myoma, (4) abnormal 
size of a myoma, and (5) degeneration in a myoma. 

With the passage of time the irradiation was given 
with radium more and more frequently as radium 
irradiation has the advantage of causing rapid 
hemostasis. However, this advantage is lessened 
by the fact that the application of radium is not en- 
tirely harmless as it may be followed by inflamma- 
tory, infectious complications. In some of the cases 
reviewed, a combination of roentgen and radium 
irradiation was employed. The roentgen irradiation 
was usually applied to 2 fields, but the radium was 
always introduced within the uterus. In recent years 
permanent amenorrhcea has come up for considera- 
tion as the objective because the possibility of injury 
to the ovum from temporary roentgen amenorrhcea 
cannot be excluded. In roentgen irradiation the in- 
duction of permanent amenorrhcea is assured by the 
application of a dosage of 34 per cent of the skin unit 
dose (measured in the depths) or about 275 roentgen 
units. In some cases a smaller dosage is sufficient. 
ee irradiation, about 3,000 mgm.-hrs. are re- 
quired. 


In the second part of his article the author reports 
statistics and shows curves based on the cases re- 
viewed. 

In the third part ‘he again subjects his material to 
a critical discussion. He comes to the conclusion 
that in cases of myomata of the uterus and hemor- 
rhagic metropathies irradiation has given complete 
satisfaction and extension of its indications is de- 
sirable. Weuerritz (G). 


Tietze, K.: Regressive and Progressive Processes in 
Functionally Abnormal Proliferating Endome- 
trium. 1. The Cause of the Hemorrhages in 
Glandular Cystic Hyperplasia Due to Persisting 
Maturing Follicles—Hzemorrhagic Metrop- 
athy. 2.The Danger of Carcinoma in This 
Functionally Abnormal Endometrium (Re- 
gressive und progressive Prozesse in funktionell 
abnorm proliferierten Endometrien. 1. Ursache der 
Blutungen bei der glandulaer-cystischen Hyper- 
plasie infolge persistierende reifender Follikel— 
Metropathia haemorrhagica. 2. Die Carcinomge- 
fahr in diesen funktionell abnormen Endometrien). 
Arch. f. Gynaek., 1930, cxlii, 680. 

In the introduction to this report the author gives 
the reasons why he has again taken up the study of 
glandular hyperplasia of the endometrium from the 
purely anatomical standpoint. He regards this ex- 
planation as necessary because Zondek, in his work 
entitled ‘“Polyhormonal Disease Pictures,” ex- 
pressed the opinion that, impressed by the striking 
results of anatomical investigations, we have already 
gone too far in the anatomical analysis of these dis- 
ease conditions. Tietze believes that the anatomical 
bases of disturbances of the menstrual cycle are not 
yet definitely known in all of their details or gen- 
erally recognized, and that there is absolutely no 
uniformity of opinion regarding the clinical syn- 
drome and its application to differential diagnosis. 
Zondek’s work mentions disease conditions asso- 
ciated with irregular hemorrhages which have no 
relation to hemorrhages due to abortion or neoplasm 
formation. These are the hemorrhages which occur 
during puberty and the climacterium and occasion- 
ally also in the intervening years. Tietze calls atten- 
tion to the fact that whereas Aschoff and Pankow 
proposed the concept of metropathia hemorrhagica 
without being able to establish a definite anatomical 
foundation for it, Schroeder has reserved this con- 
cept for irregular atypical continued hemorrhages 
occurring in the period of puberty and the climac- 
terium and occasionally in the intervening period 
which have glandular hyperplasia of the endome- 
trium as their anatomical basis. Schroeder has 
always considered this glandular hyperplasia a 
pathological hormonal effect exerted on the endo- 
metrium by the persisting follicle. The theory re- 
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cently advanced by Shaw, that the disease of the 
endometrium is primary, cannot be accepted under 
any conditions. 

The author has again studied the source of the 
hemorrhages anatomically in 100 cases. In 87 he 
found distinct signs of circulatory disturbances in 
the form of stasis, thrombosis, and foci of necrotic 
degeneration. In a number of illustrations he shows 
the necrotic foci of varying size arranged in a wedge 
formation, larger and smaller isolated areas of cedema 
produced by congestion of nearby vessels, and iso- 
lated thrombi of fibrin in the vessels without necro- 
sis of the neighboring tissues. He emphasizes that 
the glandular cells always show the stage of prolifera- 
tion and never show secretion. The principal differ- 


ences may be summarized as follows: 


Menstruation 
Menstruation is the end of 
a cyclic functional course in 
the endometrium. 


The necrosis affects the en- 
tire mucous membrane almost 
uniformly. 


The mucous membrane sep- 
arates at a definite layer level 
and within a few hours. About 
4 mm. of mucous membrane 
are lost by a rapidly progress 
ing destruction within forty- 
eight hours. The denuded base 
is left behind, and bleeding oc- 
curs from the vascular stumps 
which are arranged in groups. 
The bleeding is stopped by 
powerful muscular contrac- 
tion. The wound heals two 
days later. 


Glandular cells at the end of 
their secretory activity are 
present in the necrotic areas. 

Numerous leucocytes infil- 


trate the necrotic areas dif- 
fusely and uniformly. The 


Glandular Hyperplasia 
The hemorrhage is the sign 
of a cyclic deviation in the 
form of abnormally increased 
proliferation. 


The necrosis appears focally 
and without normal change in 
the secretion, and spreads 
gradually. 


The necrotization spreads 
gradually and the process may 
continue even for as long as 
from two to four weeks. At 
first the mucosa is reduced 
very gradually and then grows 
from continued proliferation in 
the depths so long as function- 
ing follicles remain in the 
ovary. Bleeding occurs from 
the portions undergoing ne- 
crosis. Uterine contractions 
control the bleeding only poor- 
ly as they are hampered by the 
thick, spongy substrate of the 
mucosa. 


Glandular cells of a prolifer- 
ative character are present in 
the necrotic areas. 


Few leucocytes are found. 
Most prominent is the throm 
botic infarcting process. 


bloody infarction plays only a 
small part. 


In some cases the author was able to examine the 
curettings several times. He never found an unequi- 
vocal transition of the glandular hyperplasia into 
carcinoma. In only one case did he at one time see 
a picture suggesting malignancy, and in this instance 
curettage done three weeks later immediately ruled 
out malignancy. Moreover, in many examinations 
which he has made of material of the Kiel Clinic 
since October, 1922, he found a suggestion of car- 
cinoma only in a case with a co-existing granulosa- 
cell tumor of the ovary. 

Tietze concludes that glandular hyperplasia of 
the endometrium represents a fairly indubitable 
definite histological state although within its limits 
it may appear to vary to a considerable degree. Its 


essential characteristic is the cyclic interruption, 
The phase of proliferation is not interrupted; instead 
of undergoing transformation into the secretory 
phase, it is maintained. Hyperplasia of the glands 
and of the stroma and local necroses due to circula- 
tory disturbances are the characteristic triad. The 
details of the picture depend apparently upon the 
individual reaction to the hormone pathological 
stimulus. The field of the reaction here, as every- 
where, plays just as important a part as the patho- 
logical stimulus itself. Therefore without preference 
for the one or the other field of investigation, a com- 
plex consideration of such a disease picture as met- 
ropathic hemorrhagica with persistence of follicles 
(glandular cystic hyperplasia of the endometrium) 
is necessary. Hans O. NEUMANN (G). 


Werner, P.: Vaginal Extirpation of the Uterus and 
Adnexa on Both Sides. Surg.,Gynec. & Obst., 1931, 
lii, 233. 

The author describes a method of extirpating the 
uterus when the organ is fixed in retroflexion and 
there is considerable inflammation of the adnexa. 
He states that this method is of value also for vaginal 
hysterectomy for bleeding or fibroids, especially 
when technical difficulties are caused by such factors 
as obscure anatomical relations. 

The operation is a modification of his method for 
vaginal hysterectomy. The uterus is split in situ 
and each half is extirpated with its adnexa. 

Werner loosens and removes first the tumor of the 
side which seems less difficult to handle. The other 
side is then removed more easily because of the 
increased amount of space. 

Harry M. NELson, M.D. 


MISCELLANEOUS 


Schroeder, R., and Jacobi, H.: The Effects of 
Lipiodol on the Mucous Membranes of the 
Genital Tract and Pelvic Peritoneum. The 
Value of Hysterosalpingography (Ueber die 
Wirkung des Lipiodols auf die Genitalschleimhaut 
und des Beckenbauchfell. Beitrag zur Brauch- 
barkeit der Hysterosalpingography). Arch ff. 
Gynaek., 1930, cxlii, 514. 

The authors report studies carried out to deter- 
mine the resorption time and the effects on the 
internal genitalia of lipiodol injected for roentgen 
visualization of the uterus and tubes. They begin 
their article by citing cases in which injury or even 
death followed hysterosalpingography with lipiodol. 
The contrast medium employed was 4o per cent 
lipiodol, a vegetable oil containing 0.54 gm. of iodine 
per 1 c.cm. All of the tissues obtained later were 
subjected to a thorough histological examination. 
The tubal tissues examined were usually obtained 
at operation for chronic adnexitis and the specimens 
of endometrium chiefly at operation for myoma. 
The peritoneum was studied at laparotomy for 
various conditions. The residual lipiodol was studied 
in the histological sections by staining with Sudan- 
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I]. It was usually found in an extremely divided 
state between and in the cells, particularly in those 
near the basal membrane, or in the lymph channels 
where it was undergoing resorption. In some cases 
the resorption had been slight, but in the majority 
it had been considerable. In the latter there were 
heavy collections of fat droplets between and in 
the epithelial cells. 

On the basis of their studies the authors conclude 
that under normal conditions the injection of from 
3 to 5 c.cm. of lipiodol will not harm the internal 
genital tract. Therefore they believe that hystero- 
salpingography may be used even in cases in which 
the genital organs must be left in a normal state, 
eg., cases of sterility. They emphasize, however, 
that there must be no inflammatory condition of 
the cervical canal and no macroscopically or micro- 
scopically demonstrable intermenstrual bleeding. 
The leucocyte count, the sedimentation time of the 
blood, and the body temperature must be normal. 
When there are inflammatory changes in the region 
of the adnexa, lipiodol will be non-irritating only in 
the absence of fresh signs of inflammation. If too 
much lipiodol is injected there is danger of oil 
peritonitis. The manipulations must be conducted 
aseptically. As the best time for hysterosalpingog- 
raphy in cases of regular menstruation, the authors 
recommend the second and third weeks of the four- 
week cycle. WEHEFRITz (G). 


Muenzesheimer, J.: Death Following Profuse 
Menorrhagia at Puberty with Absence of 
Corpus Luteum Formation (Toedlicher Ausgang 
profuser Pubertaetsblutungen bei fehlender Cor- 
pus-luteum-Bildung). Zentralbl. f. Gynack., 1930, p. 
2953- 


The author reports a fatal case of uterine hemor- 
rhage occurring in a girl seventeen years of age. 
Since their onset at the age of fourteen, the menses 
had always been irregular and profuse. The patient 
was brought to the clinic with severe uterine 
hemorrhage which endangered her life. She was 
treated by injections of insulin, and because of the 
extreme urgency of the case curettage was done. 
This controlled the hemorrhage. The patient was 
discharged shortly in an improved condition, and 
for four months there was no further bleeding. 

Following this interval the bleeding recurred with 
even greater intensity and persisted so long that the 
patient was again brought to the clinic in a critical 
condition. Death followed shortly after her ad- 
mission as the result of extreme secondary anemia. 

At autopsy the almost complete absence of 
follicles and corpora caudicantia in both ovaries 
was the most striking finding. This was a case of 
abnormal ovarian function, the absence of corpora 
lutea (the function of which, according to Adler, is 
to terminate menstrual bleeding) resulting in per- 
sistent recurrence ofm enorrhagia. H. Lewin (G). 





OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


cuigley, J. K.: Pregnancy and Labor in the Elderly 
Primipara. Am. J. Obst. & Gynec., 1931, xxi, 234. 


It is still more or less generally believed that in the 
cases of elderly primipare pregnancy is apt to be 
complicated and labor difficult and the risk to the 
child during labor is higher than in the cases of 
young primipare. 

In 304 cases of pregnancy and labor in elderly 
primipare which are reviewed by the author the 
incidence of nausea and vomiting, twin pregnancy, 
babies larger than the general normal (7% lb.), 
abortion, premature labor, and fibromyomata was 
no higher than in the cases of multipare of the 
same age and the fetal mortality was no higher than 
the general average. Dry labors, if frequent, were 
shorter than labors in which the membranes rup- 
tured later. The findings did not show an increase 
in the length of labor; in fact, the labors were 
shorter than in all primipare by an appreciable 
length of time. 

On the other hand the incidence of toxemia of 
pregnancy, funnel pelvis, unfavorable presentations 
and positions, and the indications for cesarean sec- 
tion were slightly increased. However, only a few 
abdominal deliveries were done solely on account of 
the patient’s age. The cases of contracted pelvis 
would have demanded cesarean section if the 
woman had been a young primipara. 

In a small group of cases there is first-stage dys- 
tocia in which long labor will not dilate the cervix. 
In many of these the dystocia is due to primary 
inertia and in only a few to rigidity of the cervix. 
In some, cesarean section should be done. 

In most of the cases of dystocia in the series re- 
viewed the delay occurred in the second stage. Asa 
rule it was due to inertia, but sometimes was caused 
by rigidity of the pelvic floor. This explains the 
frequent resort to low or medium low forceps ex- 
traction. The results so far as the fetal mortality or 
the condition of the pelvic floor was concerned were 
good. Elderly primipare seldom have satisfactory 
lactation. E. L. Cornett, M.D. 


Vermelin, H., and Vaisbuch, A.: Pregnancy After 
the Fiftieth Year of Age (La grossesse aprés cin- 
quante ans). Rev. frang. de gynéc. et d’obst., 1931, 
XXVi, 12. 

Vermelin and Vaisbuch have observed a case of 
pregnancy in a woman over fifty years old. The ex- 
treme rarity of this occurrence is evident from the 
paucity of well-authenticated cases reported in the 
literature. The records of 28,277 women admitted 
to the Obstetrical Hospital at Nancy in a period of 
thirty years show only 1 case of pregnancy after the 


fiftieth year of age—that of a woman who was [ifty- 
one years old. 

The age at which the child-bearing capacity is lost 
is difficult to determine. The relationship between 
ovulation and menstruation suggests that the period 
of fecundity ends at the time of the menopause, but 
there are authentic cases of gestation occurring after 
the menopause. Although menstruation always sig- 
nifies a preceding ovulation, the reverse does not 
hold true, as is evident from pregnancies occurring 
before puberty and after the menopause. 

Ovarian activity does not stop with the cessation 
of the menstrual cycle. A mature ovum capable of 
being fertilized may be produced long after the endo- 
metrium has ceased to function. Pregnancy occur- 
ring at an advanced age would appear to indicate 
ovarian activity of great intensity. The onset of the 
menopause appears to be accelerated by chastity 
and retarded by multiparity. This accounts for the 
fact that the pregnancies occurring after the fiftieth 
year were in multipare. Asa rule, pregnancy at this 
age is undesired by the woman and gives rise to 
psychic disturbances. While in some instances great 
happiness is caused by the supposed return of lost 
youth, in most cases there is a feeling of shame and 
fear leading to psychoses and attempts at suicide. 
Physically, the elderly gravida tolerates pregnancy 
exceptionally well. Of the 20 cases of pregnancy in 
elderly women which the authors were able to col- 
lect, albuminuria occurred in only 3, and in each of 
these it was due to a pre-existing nephritis. Endoc- 
rine disturbances and toxemias manifested by hy- 
peremesis and eclampsia did not occur. Uterine 
complications such as abortion and placental hxemor- 
rhage were rare. Hydatidiform mole was found in 5 
(20 per cent). Although this may have been entirely 
a coincidence, the authors suggest that cystic degen 
eration of the villi may have been caused by senile 
degeneration of the ovum. Ventral hernia, acute 
anteversion of the gravid uterus, and malpositions of 
the fetus resulted from the lack of support due to 
weakness and atonicity of the abdominal muscula- 
ture. While in some cases labor appeared to be un- 
duly prolonged, in others delivery was rapid because 
of the lack of resistance of the atrophic perineal mus- 
culature. The uterine contractions were often inef- 
fectual. Anteversion of the uterus interfered with 
cervical dilatation, necessitating frequent interfer- 
ence and delivery by forceps or version and extrac- 
tion. 

The puerperium was in no way unusual. Lacta- 
tion was quite normal. The authors disagree with 
Halban who is of the opinion that the infants born 
to elderly gravide are exceptionally large because of 
changes in metabolism. In the cases reviewed by 
them the infants weighed somewhat less than the 
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average, but were apparently healthy and developed 
normally. Harorp C. Mack, M.D. 


Aburel, E., and Ornstein, I.: Studies of the Blood 
Calcium in Obstetrics (Considerations sur la cal- 
cémie en obstétrique). Gyméc. et obst., 1931, Xxili, 30. 

The authors state that the majority of studies of 
the blood calcium which have been made in the past 
must be discarded because the methods employed 
were inaccurate. The micro-method which they use 
eliminates the organic substances in the blood and 
permits easy calculation of the calcium content of 
the mineral residue with an error not exceeding 4 
mgm. per liter. Determinations of the total blood 
calcium are of no value; only those of the calcium 
content of the serum and blood plasma are of im- 
portance. Moreover, recent researches have demon- 
strated that only the ionized fraction of the serum 
and plasma calcium is physiologically active. The 
authors have therefore limited their investigations to 
the blood serum. 

In non-pregnant women the blood-calcium values 
do not differ greatly from those of men, but show 
slight variations during the menstrual cycle. After 
castration and the menopause there is usually a 
definite hypocalcemia. Pregnancy also produces a 
hypocalcemia, the result of modifications brought 
about by hormone activity (hypophysis, placenta, 
etc.). 

Blood-calcium determinations during pregnancy 
disclose merely the existence of alterations in the 
calcium metabolism and plasma tolerance, giving no 
information as to the degree of decalcification of the 
maternal organism nor of the amount of calcium 
taken up by the fetus. Lowering of the blood cal- 
cium may result in increased neuromuscular excit- 
ability to the point of spasmophilia and tetany and, 
by decreasing renal function, cause chloride reten- 
tion. It plays a part in the symptoms of women suf- 
fering from hyperemesis, eclampsia, and hyperten- 
sion, but cannot be considered the prime cause of 
these conditions. 

The blood calcium is an important factor in the 
regulation of fetal development as it undoubtedly 
influences the fetal body weight and the bony struc- 
tures and determines the compressibility of the 
skull. However, the authors were unable to demon- 
strate any difference in the blood-calcium values of 
mothers giving birth to large infants and those giv- 
ing birth to small infants. They attribute this fact 
to differences in the ability of the fetus to assimilate 
calcium rather than to the content of the maternal 
blood. A marked lowering of the maternal blood cal- 
cium may lead to intra-uterine rickets, bony mal- 
formations, spasmophilia, and fetal death. In de- 
calcifying processes such as osteomalacia, determina- 
tions of the calcium intake and output are necessary; 
blood-calcium studies are of no value. 

During the later months of pregnancy and during 
normal labor the authors found the serum calcium 
to be somewhat lower than during the early months 
of pregnancy. In cases of prolonged labor due to 


uterine atony, however, the blood calcium was ele- 
vated. They therefore conclude that normal uterine 
contractions are definitely related to a state of hypo- 
calcemia which leads to increased neuromuscular 
excitability. 

After delivery, the blood calcium rapidly returns 
to the normal level in spite of the calcium-depleting 
effect of lactation on the maternal organism. A low 
blood calcium leads to a lowering of the calcium con- 
tent of the milk and predisposes to spasmophilia in 
the infant. An increase in the body weight of the 
infant depends to a large degree on the calcium con- 
tent of the milk. 

The higher blood-calcium values of the fetus and 
newborn infant as compared with those of the 
mother are attributed by the authors to the action 
of the fetal endocrines. Harotp C. Mack, M.D. 


Montgomery, T. L.: The Etiology and Significance 
of Necrosis (Infarction) of the Placenta; a 
Biological and Histological Study. Am. J. Obst. 
& Gynec., 1931, XXi, 157. 

Necrosis is a physiological phenomenon found to 
some degree in every full-term placenta which is 
initiated by degeneration of the syncytium and the 
deposit of fibrin in the intervillous space. 

It appears likely that, during pregnancy, ferments 
are formed by the maternal tissues as a protection 
against invasion by the chorionic epithelium, and 
that these ferments, as constituents of the maternal 
blood, cause the degeneration of the syncytium. 

The successive stages in the progress of necrosis of 
the placenta are focal necrosis of placental villi, and 
conglomerate necrosis of placental villi with ex- 
tensive intervillous thrombosis. 

Long-standing areas of necrosis may undergo the 
following alterations: 

1. Disintegration and absorption of the red blood 
cells, which alter the color of the lesion from red to 
white (common). 

2. Disintegration and absorption of intervillous 
fibrin deposit, leaving pale, closely compacted, 
necrotic villi (not uncommon). 

3. Autolysis and cyst formation in the center of 
the necrotic tissue (infrequent). 

4. Invasion with monocytes and beginning or- 
ganization of tissue (rare). 

Hematomata of the placenta are not of the same 
nature as the necrotic lesions of the placenta. 
Hamatomata result from the rupture of decidual 
arterioles. They occur most frequently when preg- 
nancy is complicated by chronic nephritis. In their 
etiology and mechanism of formation they are similar 
to uteroplacental apoplexy. The two lesions may be 
present in the same placenta. 

Necrosis of the placenta is found no more fre- 
quently in pregnancy with toxemia than in normal 
pregnancy. There is evidence that infarcts of the 
placenta may cause toxemia of pregnancy. 

Hemorrhagic lesions (hematomata) of the pla- 
centa, however, are associated with nephritic toxe- 
mia. 
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The term “necrosis” is preferred to “infarction” 
because the process begins with small areas of tissue 
death rather than with obstruction of the circulation. 

E. L. Cornett, M.D. 


Hendry, W. B.: Hemorrhage in the Early Months 
of Pregnancy. Am. J. Obst. & Gynec., 1931, xxi, 
2II. 


Of 610 cases of abortion admitted to the Tonroto 
General Hospital during the last five years, the 
abortion had been self-induced with mechanical or 
medicinal agents in the great majority. Other 
causative factors were retroversion of the uterus, 
syphilis, toxemia, subacute salpingitis, decidual 
endometritis, uterine myomata, pulmonary tubercu- 
losis, deep cervical lacerations, and lobar pneumo- 
nia. Resulting complications were uterine infection, 
secondary anemia, pelvic inflammation with or 
without abscess formation, general peritonitis, sep- 
ticemia, bronchopneumonia, subphrenic abscess, 
phlebitis, and pyometra. Complications present 
were cervical erosion, chronic endocervicitis, cardiac 
lesions, carcinoma of the cervix, acute cystitis, acute 
gonorrheeal urethritis, several gastro-intestinal le- 
sions, colloid goiter, ventral hernia, and ovarian 
cyst. 

There were 385 incomplete, 120 complete, 68 
threatening, 35 inevitable, and 2 missed abortions. 
Ninety-seven of the women were found to be in- 
fected at the time of their admission to the hospital. 

In cases of threatened abortion the treatment 
consisted of absolute rest in bed and the administra- 
tion of sedatives to control pain, nervousness, and 
restlessness. When the abortion was considered 
inevitable or incomplete, it was completed by the 
administration of ergot and quinine, packing of the 
cervix and vagina with iodoform gauze for twenty- 
four hours, or dilatation and curettage. For curet- 
tage, the author prefers the sharp curette to the 
educated finger or the dull curette. 

In all of the infected cases reviewed, conservative 
treatment was given with the establishment of effi- 
cient drainage for localized pus. In cases of in- 
fection due to the hemolytic streptococcus, scarlet 
fever antitoxin was given intramuscularly when a 
positive smear was obtained from the cervix and 
intravenously when the infection had become 
general. In cases of the latter type biood trans- 
fusions were given in addition. The results were 
encouraging. 

Sixty-nine cases of ectopic gestation were ad- 
mitted to the Toronto General Hospital in the last 
five years. The youngest patient was nineteen years 
of age and the oldest forty-two years. The average 
age was slightly over thirty years. Fifteen of the 
patients were nullipare, 26 were primipare, 28 
were multiparz, and 25 had had from 1 to 6 abor- 
tions. Eighteen had not missed any menstrual 
periods, 42 had missed 1 period, 8 had missed 
2 periods, and 1 had missed 3 periods. The number 
of periods missed by 11 was not recorded. The onset 
of the disturbances was sudden in 21 cases, gradual 


in 18, and gradual culminating in a sudden attack 
in 27. It began with hemorrhage in 13 and with 
pain in 53. Fifteen of the patients had had no 
vaginal bleeding before their admission to the hos- 
pital. Thirty-nine gave a history of slight to 
moderate continuous or intermittent bleeding, for 
periods varying from a few hours to seven weeks, 
while 5 had had profuse intermittent bleeding for 
several days. In 3 cases there was no pain. In 20 
cases the pain was slight and cramp-like; in 30, 
sharp and severe; and in 7, of a dull, aching charac- 
ter. Pain on defecation occurred in 2 cases, and 
pain and difficulty in urination were experienced 
in 2. Nausea and vomiting accompanied the pain 
in 20 cases. In 25, there were fainting and collapse 
out of all proportion to the amount of the external 
hemorrhage. 

Vesicular mole is rare. During the last ten years 
only 11 cases were admitted to the Toronto General 
Hospital. Of 8 cases in which the records were 
complete, hemorrhage occurred in all. It was de- 
scribed as scant, slight, or moderate and irregular 
in 4, and as moderate or profuse with clots in 4. 
The characteristic vesicles were found before opera- 
tion in only 2. Nausea and vomiting were severe 
in 4 and absent in 4. The severity of the nausea 
and vomiting varied inversely with the amount of 
the hemorrhage. All of the patients were operated 
upon. In the cases of 6, careful dilatation and 
curettage were done. In 1 case, hysterectomy was 
performed because of the presence of a large fibroma 
and the patient died three days later from pul 
monary embolism. E. L. Cornett, M.D. 


Pearce, T. V.: Three Hundred Cases of Abortion. 
J. Obst. & Gynec. Brit. Emp., 1930, xxxvii, 769. 


This article is a statistical review of 300 cases of 
abortion seen by the author in St. Giles’ Hospital, 
London, in a period of two years. Pearce finds that 
the incidence of abortion is increasing while the birth 
rate is decreasing, and that about 25 per cent of 
pregnancies end in abortion. 

In 102 of the abortions reviewed, the causes were 
as follows: shocks or non-local injury, 24 cases; 
physical disabilities, 9 cases; self-inflicted local in- 
juries (vaginal douches, 18 cases), 28 cases; and 
poisons and other noxious substances (chiefly pills 
and purgatives), 41 cases. 

The author believes that many of the abortions 
were caused innocently, the patient not knowing 
that she was pregnant. 

Syphilis seems to have little or no influence in 
causing abortion as the ratio of abortions to births 
in the cases of 14 women with a positive Wasser- 
mann reaction (1:5.83) was about the same as thie 
ratio of abortions to births in the whole group 
(1:5.36). Pearce believes that dietary deficiencies 
and hormone disturbances are probably factors in 
abortion. 

The treatment employed by the author is along 
accepted lines. In the absence of infection, the 
uterus is emptied at once when the abortion occurs 
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early in the pregnancy. When the pregnancy is fur- 
ther advanced, bougies and packing may be used. In 
infected cases, bacteriological examination is un- 
satisfactory from the point of view of prognosis. A 
patient is usually considered septic if her temperature 
rises to 100.4 degrees F. or if it remains at 99.4 de- 
grees I’. or higher on three successive days. Sepsis 
isan indication that the uterus is not empty. Evacu- 
ation of the uterus should be done very gently, 
preferably with the finger or the ovum forceps guided 
by the finger, and should be followed by an intra- 
uterine douche of eusol solution. In highly septic 
cases a eusol douche may be given once or twice 
before the evacuation, at intervals of twenty-four 
hours. In the cases reviewed, ecbolics, as usually 
employed, were found uncertain in their action, but 
transabdominal intrafundal injections of pituitary 
extract were given many times after the evacuation 
of the uterus to stimulate uterine contraction. Sera 
and intravenous administration of euflavine proved 
of uncertain value. E. L. Kine, M.D. 


LABOR AND ITS COMPLICATIONS 


Probstner, A. von: Five Cases of Uterine Rupture 
Following the Improper Administration of Pi- 
tuitary Preparations (Fuenf Faelle von Uterus- 
rupturen zufolge unrichtiger Dosierung von Hypo- 
physenpraeparaten). Med. Klin., 1930, ii, 1785. 

The author presents a critical study of five cases 
of rupture of the uterus following the administration 
of extract of the posterior lobe of the pituitary gland 
in the absence of the proper indicztions. He empha- 
sizes that it is fundamentally incorrect to use this 
hormone to shorten the duration of labor so long as 
there are normal uterine contractions. Its use is 
contra-indicated also in the presence of weak uterine 
contractions since inertia is very often due to only a 
transient physiological relaxation of the uterine mus- 
culature during labor. 

All of the cases reviewed were those of elderly 
multipara—cases in which the structure and resist- 
ance of the uterus had been weakened by numerous 
previous labors. Moreover, in every instance there 
was either an abnormality in the position of the 
fetus or a pelvic anomaly, factors which in them- 
selves prolong labor and increase the danger of uter- 
inerupture. Three of the infants were post-mature. 
Only one had the normal length of 50 cm.; the others 
measured from 54 to 57 cm. Only one of the women 
could be saved by operation (supravaginal hysterec- 
tomy). Three died on the operating table from se- 
vere hemorrhage, and one died three days after 
operation from sepsis. All of the patients were trans- 
ferred to the clinic several hours after the occurrence 
of the uterine rupture. In every instance the rup- 
ture involved the lower segment of the uterus. All 
of the case histories showed, not only that the ex- 
tract of the posterior lobe of the pituitary gland had 
been given at the wrong time, but also that it had 
been administered in excessive and too frequent 
doses and often intravenously. All of the patients 


had a contracted pelvis. Three had a cephalic pres- 
entation and two a transverse presentation. It is 
therefore easily understood why the lower segment 
of the uterus, over-distended as a result of the lack 
of engagement of the head, should rupture after the 
injection of the pituitary extract. 

The signs of rupture were the well-known classical 
signs. It was characteristic also for the fatal hemor- 
rhage to occur after delivery (accomplished after 
craniotomy in cases of cephalic presentation), since 
before delivery the site of the rupture was com- 
pressed by the fetus. 

Experience alone must determine whether Temes- 
vary’s thymophysin (a combination of extract of 
thymus with extract of the posterior lobe of the pi- 
tuitary gland) will diminish the danger of uterine 
rupture and will be less dangerous to the child. It 
is believed that the addition of thymus extract will 
prevent the tetanic contractions which occur when 
extract of the posterior lobe of the pituitary gland is 
used alone and are a source of danger to both mother 
and child. International standardization of the ex- 
tract of the posterior lobe of the pituitary gland ac- 
cording to the so-called Voegtlein units permits a 
better calculation of the dosage of this preparation. 

During labor, only intramuscular or subcutaneous 
injections should be given. Intravenous injections 
are permissible only when the head reaches the out- 
let since at this stage rapid interference is possible in 
the event of fetal asphyxia. Even in the third stage 
of labor, moderation and care are essential in the use 
of pituitary extract. Too rapid separation of the 
placenta and too vigorous uterine contraction after 
expulsion of the placenta are contrary to the physiol- 
ogy of this stage of labor and often lead to late 
uterine atony. 

Other contra-indications to the use of pituitary 
extract besides those already mentioned are cardiac 
and renal conditions and eclampsia. 

In conclusion the author says that the physician 
who uses pituitary extract should remain with the 
patient until there is no longer any danger of an un- 
toward effect from the drug. Experiment with pi- 
tuitary extract should be carried out only in clinics, 
never in private practice. F. Srecert (G). 


Hartemann, J.: Artificial Dilatation of the Cervix 
under Spinal Anzsthesia (Dilatation artificielle 
du col sous rachianesthésie). Bull. Soc. d’obst. et de 
gynéc. de Par., 1931, XX, 70. 


Hartemann reports a series of twenty-two cases in 
which artificial dilatation of the cervix was done 
under spinal anesthesia to expedite delivery or fa- 
cilitate extraction. The cases are divided into two 
groups, one in which the artificial dilatation was 
done before and the other in which it was done after 
the onset of labor. Of the five women in the first 
group, three suffered from eclampsia in the eighth 
month of pregnancy, one had meningitis, and one 
had uteroplacental apoplexy with intra-uterine 
death of the fetus. The woman with uteroplacental 
apoplexy died following delivery, but her death was 
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not attributed to the method of delivery. Dilata- 
tion to an extent permitting introduction of the hand 
within the cervix was easily attained. However, in 
two cases it was not sufficient to permit extrac- 
tion of the after-coming head without great diffi- 
culty. Two premature infants (seven and a half 
months) succumbed shortly after birth. Deep bi- 
lateral cervical lacerations resulted in every instance. 
In one case the tear extended to the cul-de-sac. 
Grave conditions such as eclampsia threatening the 
life of the mother are considered indications for arti- 
ficial dilatation of the cervix. Because of the damage 
to the cervix, the procedure is contra-indicated in 
other conditions as long as the cervix is not com- 
pletely effaced or is only partly dilated. 

In the seventeen cases in which the artificial dila- 
tation was done after the onset of labor the indica- 
tions included dystocia with symptoms of maternal 
exhaustion, fetal distress, premature rupture of the 
membranes with intrapartum infection, albuminuria 
with hypertension, eclampsia, prolapse of the um- 
bilical cord, and cardiac decompensation. All of the 
patients were primipare. Dilatation was effected 
easily, but was never complete, a small resistant 
anterior ring remaining in every instance. In thir- 
teen cases delivery was accomplished with forceps, 
in one case by version and extraction, and in three 
cases by breech extraction. Because of the relaxa- 
tion of the perineal muscles, forceps delivery usually 
presented no difficulties and perineal lacerations oc- 
curred in only two cases. Version and extraction and 
breech extractions presented greater difficulty be- 
cause of the contraction of the lower uterine segment 
caused by the spinal anesthesia. Five of the seven- 


teen infants were stillborn, one because of prema- 
turity complicated by eclampsia in the mother, one 
following prolapse of the umbilical cord, one follow- 
ing the application of forceps for fetal indications, 
and two after delivery by the breech. 

As a rule there was no appreciable delay in the 


third stage. The puerperium was febrile only in 
cases with a previously existing intrapartum infec- 
tion. The ultimate results were favorable. A pro- 
longed and alarming excitement stage, attributed to 
the spinal anesthesia, was controlled by the intra- 
venous administration of adrenalin. 

The author advises caution in the establishment 
of the indications for the procedure. 

Harotp C. Mack, M.D. 


Calkins, L. A., Litzenberg, J. C., and Plass, E. D.: 
The Management of the Third Stage of Labor 
with Special Reference to Blood Loss. Am. J. 
Obst. & Gynec., 1931, XXi, 175. 

It appears that age and parity have no effect on 
the blood loss at delivery. The duration of labor, 
except for the length of the third stage, is also with- 
out a demonstrable influence. The important and 
uncontrollable factors materially influencing blood 
loss are the stature of the mother and the stature of 
the ‘child. These factors and the duration of the 
third stage of labor seem to account for most of the 


variations in blood loss in women delivered sponta- 
neously and without severe laceration. 

The technique employed by the authors for the 
management of the third stage of labor is as fol- 
lows: 

Immediately upon the birth of the baby the 
fundus is carefully located and is held constantly 
until the placenta is separated and expressed and 
bleeding is thoroughly controlled. Massage of the 
uterus is avoided unless there is evidence of consider- 
able softening or bleeding. Of the signs of placental 
separation, beginning bleeding (excluding cervical 
bleeding) seems to be the most important. As soon 
as there is evidence of placental separation, the 
placenta is expressed by squeezing the uterus and 
making moderate downward pressure. In the large 
majority of cases the separation takes place in from 
one to five minutes. Immediately after delivery of 
the placenta firm contraction of the uterus is in 
duced by the hypodermic administration of pituitrin 
and moderately vigorous massage of the uterus. Ihe 
massage is probably more important than the pitui 
trin. The uterus is watched closely for at least an 
hour following delivery. In some cases ergot is 
given. At the end of one hour all clots are expressed 
from the uterus and vagina. 

The authors believe that if this technique is 
carefully carried out the average loss of blood will 
not exceed 500 c.cm. E. L. Cornett, M.D. 


MISCELLANEOUS 


Mudaliar, A. L.: Double Monsters—A Study of 
Their Circulatory System and Some Other 
Anatomical Abnormalities—and the Compli- 
cations in Labor. J. Obst. & Gynec. Brit. l:inp., 
1930, XXXVI, 753. 

The author describes the anatomical abnormiali 
ties observed in nine specimens of double monsters 
collected in the museum of the Gifford School of 
Obstetrics, Madras, India. He attended the delivery 
of four of the monsters. Three were specimens of 
thoracopagus tetrabrachius tetrapus; two were spcci- 
mens of thoracopagus tribrachius dipus; one was an 
anencephalic thoracopagus dibrachius dipus; one, a 
syncephalic thoracopagus tetrabrachius tetrapus; 
one, a craniopagus; and one, an ischiopagus. 

The anomalies of the circulatory and digestive 
systems are discussed in detail and other anomalies 
found are described. 

Attention is called to the fact that in dicephalic 
thoracopagic monsters there are certain marked 
types of cardiac anomalies which make a mory))0- 
logical classification possible. At one end of the 
series are the monsters with fused hearts containing 
only one auricle and one ventricle, while at the other 
end are those with two completely separate hearts, 
sometimes in a common pericardium. Between tlicse 
extremes are many types of anomalies. 

The history of these monsters is discussed in de 
tail. The diagnosis is not made before labor. How- 
ever, a roentgenogram may suggest the condition 
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because of the relative positions of the twins, even 
though there is no bony union. Dystocia is of course 
frequent, and embryotomy is often necessary. Such 
monsters have been born alive and have lived to 
maturity. Operative separation has been performed, 
but has seldom been successful. The possibility of 
separation is dependent of course upon the degree 
and nature of the union. E. L. Kino, M.D. 


Creyssel, J., and Boyer, C.: Syndromes of Massive 
‘Intraperitoneal Hemorrhage Due to Perfora- 
tion of the Uterus by Malignant Chorionepi- 
thelioma (Des syndromes d’inondation péritoneale 
par perforation utérine consécutive 4 l’évolution du 
chorio-€pitheliome malin). Gynéc. et obst., 1931, 
xxiii, I. 

The authors report a case in which death resulted 
from massive internal hemorrhage caused by per- 
foration of the uterus by a malignant chorionepithe- 
lioma. Intraperitoneal hemorrhage due to this cause 
is seldom mentioned in textbooks on account of its 
comparative rarity, but the authors have been able 
to collect eighteen well-authenticated cases from the 
literature. According to the statistics of Ladinski, 
it occurs in 4 per cent of all fatal cases of chorion- 
epithelioma and as a rule takes place quite early in 
the course of the disease. The predisposing factors 
are problematical, but the most probable cause is 
uterine trauma from curettage or attempted abor- 
tion. The perforation usually occurs at or near the 
fundus of the uterus. It measures 1 or 2 cm. in diam- 
eter and is characterized by irregular, widely gaping 
edges. Metastases arerarely present when it occurs. 


The symptoms are typical of intraperitoneal ham- 
orrhage. A sharp pain in the lower abdomen is fol- 
lowed quite rapidly by the development of intense 
anemia, a rapid pulse, abdominal rigidity, and 
shock. The diagnosis is based on these symptoms, 
enlargement of the uterus, and a history of metror- 
rhagia following normal pregnancy, abortion, or, 
most often, the expulsion of a hydatidiform mole. 
Uterine enlargement in association with signs and 
symptoms of internal hemorrhage serves to differ- 
entiate the condition from ruptured tubal pregnancy. 
Extra-uterine pregnancy associated with uterine 
fibroids or intra-uterine pregnancy is ruled out with 
greater difficulty. The taking of the history and the 
physical examination are often rendered difficult by 
a precarious general condition. 

The prognosis is usually extremely grave because 
of the secondary anemia. Of the eighteen patients 
whose cases have been collected by the authors from 
the literature, two died before operation, eight died 
immediately after operation, and only one survived 
operation longer than two years. Although only 50 
per cent of those subjected to surgery survive the 
operation, the authors believe that immediate inter- 
vention is indicated in all cases, not only to control 
the hemorrhage but also in the hope of effecting an 
ultimate cure. Spontaneous cessation of the ham- 
orrhage can hardly be expected. When operation is 
decided upon it must be performed immediately, 
even in the presence of shock. It must be done rap- 
idly and must be radical. The procedure of choice 
is hysterectomy followed by radium or roentgen 
irradiation. Harotp C. Mack, M.D. 








GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Asti, M. L.: Considerations Regarding the Value of 
Intravenous Pyelography with Uroselectan in 
the Roentgen Study of the Kidney and Its 
Cavities (Considerazioni sul valore della pielografia 
endovenosa con l’uroselektan nell’ indagine radio- 
logica del rene e delle sue cavita). Radiol. med., 1931, 
XVili, 42. 

The author describes the technique and indica- 
tions of intravenous pyelography with uroselectan 
and discusses the advantages and results of the pro- 
cedure. As the literature reports a considerable num- 
ber of cases in which the pyelogram was indistinct or 
failed to indicate the condition of the renal cavities as 
revealed later by other methods or at autopsy, it is 
necessary to determine the type of cases in which the 
results will be satisfactory. 

Asti has found that good pyelograms are obtained 
especially in cases of obstruction to the flow of urine, 
congenital malformations, topographical changes, 
hypertrophy of the prostate, urethritis, cystitis, and 
pyelitis, and in the cases of pregnant women and 
small children. The conditions in which the method 
has proved unsatisfactory include tuberculosis of 
the kidney, hydronephrosis, polycystic kidney, and 
renal tumors. 

In the evaluation of a new method of examination 
it is necessary to give greater consideration to the 
cases in which the results have been negative or in- 
sufficient rather than those with positive findings, 
since the negative results may be interpreted as in- 
dicating a pathological condition. 

The author reports the results obtained in the 
Radiological Institute of Milan in the cases of eight- 
een patients, most of whom were being treated in the 
Cancer Institute of Victor Emanuel III for advanced 
cancer of the uterus. In some of these cases the diag- 
nosis was checked by ascending pyelography and in 
others by autopsy. 

Asti concludes that the findings of pyelography 
following the intravenous injection of uroselectan 
should always be checked, if possible, by retrograde 
or ascending pyelography. It cannot take the place 
of instrumental pyelography, but is a valuable sup- 
plement to the latter. It should be used in all cases 
in which ascending pyelography is contra-indicated 
or impossible. Wiiram W. Waitetock, Ph.D. 


Bronner, H., and Schueller, J.: Excretion Pyelog- 
raphy with Abrodil. Surg., Gynec. & Obst., 1931, 
lii, 254. 

Following the introduction of uroselectan in the 
Frangenheim Clinic by Swick and von Lichtenberg, 
the authors introduced abrodil in that clinic. 
Abrodil has now been used in a series of 100 cases 
with reliable results. 


Abrodil is the sodium salt of iodomethanesul 
phonic acid. Fifty-two per cent of it is very firmly 
organically bound iodine. Its molecular weight is 
244. It is 70 per cent soluble in water at room 
temperature, and has a neutral reaction. 

In pharmacological tests to determine its toxicity, 
rate of excretion, stability, and effect on the kidne 
tissue, mice, rabbits, and dogs were used. The drug 
was well tolerated even in large doses. The rate oi! 
excretion was very rapid. In the case of a dog weigh 
ing 15 kgm. which received ro gm. of abrodil intra 
venously, 47 per cent of the drug was excreted in the 
urine during the first hour, 76 per cent after thre: 
hours, 89 per cent after nine hours, and 93 per cent 
after twenty-four hours. The histological examina- 
tions of the kidney by Domagk after very heay\ 
doses showed only transient tubular changes. 
Doses as large as these would not be used in clinical 
cases. 

The standard dose for clinical use is 20 gm. of 
abrodil dissolved in a sufficient quantity of distilled 
water to make a 20 to 30 per cent solution. Befor 
use the solution is filtered, sterilized, and warme: 
to body heat. The injection is made into the median 
cephalic vein and requires between two and three 
minutes. A burette or syringe with rubber tubing 
between the needle and syringe is employed. With 
the exception of a very uroseptic patient who re 
ceived 30 gm., all of the patients were able to walk 
out of the X-ray room after the examination 
Abrodil may therefore be used for ambulatory pa 
tients. Pregnant women and tuberculous patients 
are not affected by it. It seems to be contra 
indicated only in cases of very severe kidney 
insufficiency. 

In cases in which the kidneys were normal, a 2 
per cent content of iodine in the urine was reached 
after from five to twenty-five minutes. When a 
larger dose was given no marked difference was 
noted, but the excretion was prolonged. As long 
as the kidneys excrete over 2 per cent, a good 
roentgenogram may be expected. Diuresis is dimin 
ished after from one-half to one hour. As a rule the 
best roentgenograms are obtained from fifteen to 
twenty minutes after the injection, when diuresis 
and the iodine content of the urine are greatest. 

When the function of the kidneys is very defe: 
tive, excretion is delayed. Not infrequently it is 
necessary to wait for from five to ten hours before 
satisfactory pyelogram can be made. 

The authors do not believe that the quantitativ: 
excretion of abrodil makes an ideal functional test as 
other tests are accurate and easier. 

In conclusion the authors state that abrodil is an 
ideal solution for pyelograms made with the use 0! 
ureteral catheters. It causes less local irritation 
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than sodium iodide. In fresh solution it is com- 
patible with solutions of mercury oxycyanate and a 
1 per cent solution of silver nitrate. A 15 to 20 per 
cent solution is recommended except for very obese 
patients, for whom a 30 per cent solution may be 
necessary. CrLauDE D. PickreLL, M.D. 


Astraldi, A.: Congenital Renal Hypoplasia (Hy- 
poplasie rénale congénitale). Arch. urol. de la clin. de 
Necker, 1931, vii, 47. 

The author emphasizes that in a study of con- 
genital renal hypoplasia it is essential to differ- 
entiate between hypoplasia and atrophy. In 
atrophy, the size of the kidney has been reduced by 
some influence such as an inflammation or a vascular 
lesion. Hypoplasia is the smallness of a kidney which 
has developed to the limit of its possibilities, but 
has not attained normal size. 

A kidney of reduced dimensions may present, in 
addition to its small size, malformations of manifestly 
congenital origin affecting its excretory channels or 
its blood vessels, or it may present no other ap- 
parent anomaly besides its small size. 

Following a detailed review of the literature, the 
author summarizes as follows: 

1. It is impossible to determine a size below 
which a kidney may be considered hypoplastic. 

2. The congenital nature of the two varieties of 
hypoplastic kidney mentioned has been demon- 
strated. 

3. There is no case on record in which the 
presence of renal hypoplasia has been demon- 
strated by functional examination. It is believed 
that in the second variety mentioned, the yield of 
substances both proper and foreign to the organism 
is less than the normal yield. Therefore Ambard’s 
constant might be used in the diagnosis. 

5. Only five cases of the second variety of renal 
hypoplasia have been reported—those seen by 
Ménétrier, Stefani, Grueber and Kratzeisen, Pheiffel, 
and Papin. Wriiram W. Wuitetock, Px.D. 


Giraud, D.: Renal Vascularization, Its Relation to 
Surgical Affections and Surgery of the Kidney 
(De la vascularisation renale, ses rapports avec les 
affections chirurgicales et la chirurgie du rein). 
Arch. d. reins et d. organes genito-urinaires, 1931, V, 
SII. 


The author seeks to show, on the basis of an 
exposition of the complicated vascularization of the 
kidneys, the dangers and limitations of renal surgery 
and the precautions that are essential in operations 
on the kidney. 

Injury to any one of the elements of the kidney 
will produce an effect on the vitality of the paren- 
chyma and renal function. From the surgical point 
of view, it is important to study each of the vessels 
outside of and within the parenchyma. The vessels 
outside of the parenchyma may be studied macro- 
scopically by dissection, but for the study of those 
within the parenchyma the injection of salts opaque 
to the roentgen rays is necessary. 


In general it may be said that the kidney receives 
its arteries from the nearest trunks. The diameter of 
the renal arteries is classically fixed at 8 mm., but 
in reality is not constant nor always the same on 
the two sides. As regards the arteries, the renal 
pelvis is more accessible from the posterior surface 
than from the anterior surface. Access to the 
calyces, on the other hand, is equally difficult from 
both the anterior and the posterior surfaces. Poste- 
rior pyelotomy may spare the arterial vasculariza- 
tion of the kidney, but anterior pyelotomy endangers 
it. Opening of the calyces by either a posterior or an 
anterior approach is practically impossible. 

Whether the intraparenchymatous branches come 
from the prepyelic or retropyelic artery, they have 
a like course. Dissection is possible only in their 
initial portion. To study them it is necessary to 
inject a special mixture into the vessels and then 
digest the organ by corrosion or to inject the vessels 
with a fluid opaque to the roentgen ray and then 
make roentgenograms. The arteries never anas- 
tomose within the kidney; they are terminal. Con- 
sequently there is no subpyramidal arterial arch, 
the interlobular or peripyramidal arteries are inde- 
pendent of each other, the interlobular arteries do 
not anastomose, and the region of the prepyelic 
artery is independent of the region supplied by the 
retropyelic artery. 

Recognition of abnormal polar arteries is impor- 
tant because such vessels often cause difficulty in 
nephrectomy and in conservative operations such as 
pyelotomy and nephrotomy, and play an important 
part in the pathogenesis of hydronephrosis. It has 
been found possible to ligate and divide such arteries 
without causing complications. 

As the renal arteries are terminal, their section 
always produces necrosis. When the necrosis is 
aseptic, it causes no symptoms, but when it is septic 
the resulting disturbances may render nephrectomy 
necessary. 

The closeness of the inferior vena cava to the 
right kidney and the shortness of the pedicle of the 
right kidney render nephrectomy more difficult on 
the right side than on the left side. 

The renal veins have five branches which may also 
present anomalies. Anomalies of the renal veins are 
more frequent on the left side than on the right side. 
Accessory veins often accompany the polar arteries, 
but may be present alone. An abnormal polar vein 
may be divided without causing marked disturbances 
if the renal vein is uninjured. Such a vein alone is 
of insufficient size to drain all of the blood supplied 
by the artery. 

Theoretically, obliteration of the renal vein is 
not so serious as obliteration of the artery, but if the 
renal vein is injured or ligated during the course of 
a conservative operation, re-establishment of the 
circulation cannot be counted on. In the kidney, as 
in the limbs, time is necessary for the formation of 
vascular anastomoses. Therefore any obstruction 
to the circulation must be slow and progressive, not 
abrupt. WitiiAm W. WuireELock, Pu.D. 
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Séderlund, G.: A Contribution on the Problem of 
the Roentgen Diagnosis of Renal Tuberculosis 
(Beitrag zur Frage ueber die Roentgendiagnostik 
der Nierentuberkulose). Acta chirurg. Scand., 1931, 
Ixvi, 491. 


The author reviews 162 cases of renal tuberculosis 
examined with the roentgen rays—161 cases seen in 
the Maria Hospital in the period from 1912 to 1925 
and 1 case from the Serafimer Hospital. In 52 cases 
the roentgen examination gave positive findings, and 
in 29 of these it was of definite value in the diagnosis 
or treatment. The author divides the 29 cases into 
the following 6 groups: 

Group 1. Six cases. Both ureters were catheter- 
ized. No tubercle bacilli were found in the urine from 
either the bladder or the ureters. No definite tuber- 
culous changes were discovered in the bladder. 

Group 2. Four cases. Only the ureter of the 
healthy kidney was catheterized. No tubercle ba- 
cilli were found in the urine from either the bladder 
or the ureter. No definite tuberculous changes were 
found in the bladder. 

Group 3. Four cases. In 3 cases catheterization 
was done on only 1 side. Pus and tubercle bacilli 
were found in the urine. In 1 case catheterization 
was done on both sides. Tubercle bacilli were found 
in the urine from only 1 side, but X-ray examination 
showed that the kidney on the other side was also 
tuberculous. 

Group 4. Six cases. Cystoscopy was impossible 
on account of stricture or narrowing of the urethra. 

Group 5. Four cases. Catheterization of the ure- 
ters was impossible because of changes in the bladder. 

Group 6. Five cases. These were cases of closed 
renal tuberculosis. At the time of the examination 
the tuberculous process in the kidney had no com- 
munication with the bladder. 

In 42 of the 52 cases with positive roentgen find- 
ings, shadows of calcification due to the tuberculous 
process were seen in the roentgenogram at sites cor- 
responding to the kidney and ureters, and in 31 of 
these they were sufficiently characteristic to permit 
a diagnosis of renal tuberculosis without considera- 
tion of the clinical findings. In 2 cases the nature of 
the shadows was uncertain, and in g cases the roent- 
gen picture seemed more like that of lithiasis. In 1 
case there was a contraction of the renal shadow at 
the hilus and the lower pole, and in 1 case pyelogra- 
phy established the presence of a cavity. In 2 cases 
cavity formations were recognized from double con- 
tours of the renal shadow. In 1 case, the ureter ap- 
peared thickened. In 2 cases, dilatation of the renal 
pelvis, and in 3 cases, enlargements of the renal 
shadow on the affected side were found. 


Filippa, C., and Vitale, A.: An Experimental Con- 
tribution to Our Knowledge of Ureteral Anti- 
peristalsis (Contributo sperimentale alla cono- 
scenza dell’ antiperistalsi ureterale). Policlin., 
Rome, 1931, XXXxvili, sez. chir. 30. 


By the term “ureteral antiperistalsis” is under- 
stood the passage of peristaltic waves from the lower 





portion of the ureter toward the kidney. The 
authors’ researches had as their principal aim the 
determination of the possibility of an ascending jn- 
fection by means of the vesico-ureteral reflux. This 
possibility is important since one of the conditions 
rendering an ascending infection difficult is the 
rhythmic and timely peristaltic movement which, 
starting from the kidney, passes down to the bladder, 

It is known that every peristaltic wave is the 
result of two muscular synergistic contractions due 
to the external circular fascia and the external, 
longitudinal fascia. However, the mechanism of the 
progression of the wave is still somewhat obscure. 
There are two main hypotheses regarding the genesis 
of ureteral peristalsis: the myogenic (without 
nervous participation) and the neurogenic. There 
appear to be connections between the extrinsic 
and intrinsic nervous systems, but the integrity of 
the intrinsic nervous system is essential not only 
for the production of the wave but also for its pro 
gression. Any cause which creates an obstac!e to 
progression of the peristaltic wave may lead to 
hydronephrosis. Among numerous other factors 
influencing the movements of the ureter are the 
temperature, the composition of the blood, varia 
tions in intra-abdominal pressure, contractions of 
the diaphragm, pulsations of large vessels, and 
intestinal movements. 

The authors’ studies of ureteral antiperistalsis 
were restricted to direct observations since it has 
been shown that the graphic method of recording 
peristalsis records also extraneous movements such 
as muscular and respiratory movements. Fifteen 
experiments were carried out on dogs. From the 
results the authors conclude that ureteral antiperi- 
stalsis is a rare phenomenon difficult to demonstrate. 
It occurs most frequently in the presence of a 
pathological condition and of irritation induced by 
foreign bodies. WiLtram W. WuITELockK, Pu.D. 


Ormond, J. K.: Plastic Surgery of the Ureter. 
J. Urol., 1931, XXv, 117. 


Most plastic operations on the ureter fall into 
two classes: (1) those performed for the purpose of 
diverting the urine, which are usually done on the 
lower ureter, and (2) those performed to relieve 
obstruction, which are usually done on the upper 
ureter. 

Plastic operations on the lower ureter are done to 
divert the urine from the bladder, re-establish en- 
trance of the urine into the bladder by a new route 
or by repair of the normal route, relieve obstruction, 
or correct certain congenital abnormalities. 

The operations classed as plastics on the lower 
ureter are: (1) implantation into the bowel, (:) 
re-implantation into the bladder, (3) inguinal 
ureterostomy, (4) excision or incision of stricture 
and repair of the ureter, (5) repair of a ureter severed 
accidentally, and (6) Hinman’s plastic shortening 
of the tortuous and redundant ureter. 

Ormond discusses uretero-enterostomy and states 
that there is a difference of opinion as to the indica- 
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tions for this operation. He believes it is indicated 
in exstrophy of the bladder, cases of carcinoma of the 
bladder in which the bladder is excised without 
being opened, inoperable carcinoma of the bladder 
(in which the transplantation would be done merely 
for relief of the symptoms and may be followed by 
large doses of radium), advanced interstitial cystitis, 
and intractable and incurable vesical tuberculosis. 

With regard to the operation of re-implantation 
of the ureter into the bladder, some surgeons who 
have had considerable experience state that in nearly 
all cases there is stricture formation with consequent 
infection and destruction of the kidney, whereas 
others have not noted these sequel. In this opera- 
tion it is most important to allow the ureter to pro- 
ject into the bladder for some distance. No attempt 
should be made to anastomose the opening of the 
ureter to the bladder mucosa. 

Repair of the ureter may be rendered necessary 
by accidental injury in the course of a pelvic or 
other operation, or by the excision or incision of a 
stricture. 

The operation of choice for the relief of the symp- 
toms of incurable and intractable vesical tuberculosis 
in elderly or weak patients is inguinal ureterostomy. 
In the cases of younger and stronger patients a 
bowel implantation may be preferred. 

Plastic surgery of the upper ureter is done usually 
for the relief of obstruction. The chief conditions in 
which it is indicated are stricture of the upper 
ureter, kinking of the upper ureter (which may or 
may not be due to aberrant vessels), stricture of 
the ureteropelvic junction, abnormal implantation 
of the ureter into the pelvis, and kinking of the 
ureteropelvic junction. 

Except in cases of stricture close to the uretero- 
pelvic junction, the treatment of stricture of the 
upper ureter is essentially the same as that for 
stricture of the lower ureter. However, strictures in 
the upper part of the ureter are more difficult to 
dilate. 

True kinks may be caused by aberrant vessels or 
by nephroptosis. As section of aberrant vessels 
undoubtedly causes degeneration of a portion of the 
kidney, some surgeons section the ureter and re- 
implant it into the pelvis on the other side of the 
vessel. 

With regard to the advisability of attempting a 
plastic operation at the ureteropelvic junction, 
Ormond comes to the following conclusions: 

1. Plastic operations on the ureteropelvic junc- 
tion are indicated in selected cases. 

2. Nephropexy should be done in most cases. 

3. Catheter splinting of the ureter according to 
Peck’s method should be employed in most cases. 

4. A pyelographic examination of the supposedly 
uninvolved kidney should be a part of the diagnostic 
procedure in every case of hydronephrosis. 

5. When the kidney is markedly damaged, 
nephrectomy is probably more advisable than a 
plastic operation unless the other kidney is damaged 
or shows an early stage of the same condition. 





GENITO-URINARY SURGERY 47 


6. In the cases of elderly patients with normal 
function of the other kidney nephrectomy is to be 
preferred to a plastic operation. 

7. In cases of aberrant vessels, section should be 
done if the vessels are small, and transplantation of 
the ureter to the other side of the vessels if the 
vessels are large. Jacos S. Grove, M.D. 


Wharton, L. R., and Hughson, W.: Denervation of 
the Ureter. A New Operation for the Cure of 
Persistent Painful Ureteral Spasm. Report of 
Cases. J. Urol., 1931, xxv, 145. 

The authors report in detail two cases of persistent 
and severe ureteralgia. In the first case the pain 
developed a month after removal of the other kidnev 
for tuberculosis. Conservative measures were tried, 
but failed to give permanent relief. In the second 
case the pain came on insidiously after a fall. There 
was no evidence or history of renal infection, but a 
definite hydro-ureter and hydronephrosis were found. 
In both cases ureteral denervation resulted in perma- 
nent cure. One patient has now been well for almost 
six years, and the other for three and a half years. 

The findings in the ureters excluded organic ob- 
struction and stricture and suggested a persistent 
state of spasticity. In neither case was the denerva- 
tion followed by evidence of ureteral or renal dys- 
function. The marked decrease in sensitiveness of 
the ureter after the denervation was shown strikingly 
by postoperative urological studies. 

Jacos S. Grove, M.D. 


BLADDER, URETHRA, AND PENIS 


Dragonas, E.: A Study of the Functioning of the 
Vesical Musculature and the Mechanism of 
Opening of the Neck of the Bladder in Normal 
Micturition (Etude sur le fonctionnement de la 
musculature vésicale et le mecanisme de l’ouverture 
du col dans la miction normale). Arch. urol. de la 
clin. de Necker, 1931, vii, 17. 

The trigone, which has been regarded by some as 
the dilating muscle of the neck of the bladder, does 
not have a dilating action. Its anatomical structure 
and the mechanical conditions surrounding it pre- 
clude such a function. Moreover, there are no phe- 
nomena indicating this function since all of the 
phenomena observed in urethrocystoscopy and cys- 
toroentgenography are explained by the structure 
of the vesical muscle and the mechanism resulting 
from its contraction. 

The great dilator of the neck of the bladder is the 
external longitudinal layer, particularly the poste- 
rior longitudinal band. The réle of the plexiform 
layer is less important. The posterior longitudinal 
band pulls back the posterior arc of the neck of the 
bladder, while the anterior group fixes the anterior 
are. 

The contents of the bladder undoubtedly play a 
part in the opening of the neck of the bladder, but 
the hydraulic pressure may be regarded as only the 
direct result of the contraction of the vesical muscu- 
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lature. The hydraulic pressure resulting from ab- 
dominal effort can act only under certain conditions 
to which the bladder may be subjected. In normal 
micturition, these conditions are realized by con- 
traction of the vesical muscle. 

The entire process is intimately related to dynamic 
force, to the contractility of the vesical muscle which 
is able to respond to all the demands of the mecha- 
nism. When the dynamic force is disturbed the 
mechanism is likewise disturbed. The bladder is 
therefore not an inert organ. It makes use of me- 
chanical laws, directing them according to its need. 

WILLIAM W. WSITELOCK, PH.D, 


Legueu and Dossot: ‘‘Dyseciasia’’ of the Neck of 
the Bladder (La dysectasie du col vésical). Presse 
méd., Par., 1931, XXxix, 89. 


The authors discuss retention of urine due to 
factors inhibiting the opening of the neck of the 
bladder. For this condition they propose the name 
“‘dysectasia.”” They discuss the etiology, urethro- 
scopic appearance, and mechanism of dysectasia. 

Dysectasia may be caused by lesions of the neck 
of the bladder or affections of the nervous system. 
The causative lesions in the bladder are tumors and 
infections. The tumors include benign hypertrophy 
and carcinoma of the prostate. In the authors’ 
cases the most frequent cause was benign hyper- 
trophy of the prostate. Small adenomata of the 
prostate were often responsible for the most marked 
retention of urine. In the authors’ opinion, the action 
of lateral lobe compression and median lobe valve 
action are of little importance as in all cases in 
which they are present a large sound passes easily. 

In infections of the neck of the bladder, a pro- 
static abscess will produce acute retention, but this 
is relieved when the abscess is evacuated. Other 
infectious conditions of the bladder neck that may 
cause dysectasia are chronic infections secondary to 
chronic posterior urethritis, cystitis, and chronic 
prostatitis, stricture of the urethra, congenital in- 
flammatory lesions (Marion), and muscular hyper- 
trophy (Young). 

Affections of the nervous system leading to 
dysectasia include local nervous disturbances with 
loss of control causing transient retention, such as 
may follow cystoscopy, lithotrity, or urethral dilata- 
tion; reflex nervous disturbances due to operations 
such as appendectomy, hemorrhoidectomy, the 
repair of hernia, and operation for anal fissure; and 
conditions of the central nervous system such as 
tabes, spina bifida, and the irritation following intra- 
dural injections. 

The vesical neck with dysectasia may show one or 
more of the following changes: cedema, thickening, 
inflammatory sclerosis, hypertrophy of the glands, 
or adenomata. 

During urination under normal conditions, the 
anteroposterior and lateral walls of the neck of the 
bladder straighten and expand slightly and the 
postero-inferior wall quickly forms a deep gutter. 
When the patient with dysectasia strains as in 


urinating, the neck of the bladder responds in one 
of the following ways: 

1. It remains immobile. 

2. The anterior and lateral walls respond nor- 
mally, but the posterior wall sinks slowly and does 
not form a gutter. 

3. The posterior wall forms a gutter, but remains 
inert although the straining is continued. 

4. The neck begins to open, but despite straining, 
assumes the resting state. 

5. A large rounded red pad overhangs the pros- 
tatic fossa and there is no contraction of the walls 
of the neck of the bladder. 

In conclusion the authors state that a complete 
cure can be obtained by surgical ablation of the 
vesical neck. They have found this procedure 
superior to forced dilatation or dissociation of the 
vesical neck. James B. Mason, \.1). 


Mathews, R. F.: Bladder Tumor: A Survey of Fifty 
Cases. Am. J. Surg., 1931, xi, 343. 


Bladder tumors are more common in the male 
than in the female. The author classifies them clini- 
cally into three groups—the pedunculated, the ses- 
sile, and the infiltrating. Infiltrating tumors always 
arise from the surface epithelium, whereas sarcomata 
have their origin beneath the surface epithelium. 
Eighty-five per cent of the benign growths are papil- 
lomata. Less frequent are adenomata, fibromyo- 
mata, and myxomata. The most common malignant 
tumors of the bladder are malignant papillomata, 
papillary carcinomata, adenocarcinomata, and epi- 
theliomata. 

The benign papilloma begins as a tiny excrescence 
with a core of connective tissue but no muscle. When 
a papilloma becomes malignant the epithelial layers 
thicken and multiply and the papille fuse. The ma- 
lignant papilloma is a papillary carcinoma. 

Bladder tumors are most frequent in the region of 
the trigone and ureteral orifices. In malignancy, in- 
flammatory areola are noted. The neoplasm be- 
comes stony hard and infiltrates and ulcerates. 

The adenocarcinoma is rare, its incidence being 
only 2 per cent. It is always found at the base of the 
bladder near the trigone. It may have a thickened 
pedicle, and it looks like a mushroom. It frequently 
shows ulceration. 

In epithelioma, the strands of tumor tissue pene- 
trate and heap up on the surface. The layer of con- 
nective tissue between the nests of malignant cells is 
not thin. Pearls form in the center of the nests. ‘The 
clusters are squamous or of the basal-cell type. ‘The 
neoplasm spreads laterally and is flat and sessile. 

Sarcomata, fibromata, and dermoids are rare. 
The incidence of sarcoma is less than 1 per cent. 
The sarcoma is sessile and shows round, mixed, or 
spindle cells. Fibromata are pedunculated. They 
show no infiltration or ulceration. Dermoid tumors 
are generally single and show protruding hair. 

The secondary effects of bladder tumors include 
bleeding, obstruction, pain, necrosis, ulceration, 
stone formation, and infection. Ulceration is duc to 
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infection and pressure. Metastasis usually occurs 
late. Bleeding is the most frequent sequela. It is 
painless and recurrent. Cystoscopic examination 
should be delayed until the bleeding stops. The 
high-frequency current is a very effective hxemo- 
static. Pain is alate symptom. It is due to pressure, 
cystitis, or blood clots. It usually signifies malig- 
nancy too advanced for radical treatment. 

The chief aid in the diagnosis of bladder tumors 
is the cystoscope. X-ray examination is of little 
value. In cases of ulcerating tumors, specimens 
must be taken. 

The treatment depends upon the findings of cysto- 
scopic examination. The author divides tumors of 
the bladder into groups according to pedunculation, 
infiltration, ulceration, elevation, and number of 
neoplasms. 

The treatment of choice is fulguration with the 
high-frequency current through the cystoscope or a 
suprapubic incision. Good results have been ob- 
tained also from the use of radon seeds implanted 
from above and left in place for five days. In cases 
of advanced malignancy, palliative treatment with 
suprapubic cystotomy is indicated. The X-ray may 
be employed for palliation. Multiplicity of tumors 
requires fulguration by open operation. The author 
operates under caudal anesthesia supplemented by 
suprapubic field block. Benjamin F. Rotter, M.D. 


Bompart, H.: The Value and Indications of Total 
Cystectomy for Cancer (Valeur et indications de 
la cystectomy totale pour cancer). Arch. urol. de la 
clin. de Necker, 1931, vii, 77. 

On the basis of 111 cases of cancer of the bladder 
treated by total cystectomy which have been re- 
ported in the literature, the author draws the follow- 
ing conclusions: 

1. The indications for total cystectomy should be 
extended and the operation performed sooner after 
the diagnosis is made. 

2. Anastomosis of the ureters to the intestine 
should be abandoned. The only prudent procedure is 
cutaneous ureterostomy. 

3. The derivation of the urine by ureterostomy 
should be done in a first-stage operation except per- 
haps when the cystectomy is performed very early, 
before dilatation of the ureters has occurred. 

4. After the operation, periodical lavage of the 
renal pelvis should be done to prevent pyelo-ureteral 
infection. This is facilitated by the cutaneous 
ureterostomy. 

5. When the operation is performed under the 
proper conditions the immediate results may be good 
and in a considerable number of cases it will be fol- 
lowed by prolonged survival. 

WittraM W. WHITELOCK, Ph.D. 


Campbell, M. F.: Obstruction of the Posterior 
Urethral Valve in Infancy and Childhood. J. 
Am. M. Ass., 1931, xcvi, 592. 


Congenital infravesical obstruction is due most 
commonly to urethral valves. As a rule the valves 


are attached to the verumontanum. They may be 
low ridges, mucosal folds which balloon into cusps, 
or partial or complete diaphragms, the latter with 
a minute opening. They may pass from either end 
of the verumontanum to the lateral urethral walls 
and may be multiple. They are usually on the floor 
of the urethra. When the verumontanum bifurcates 
anteriorly a deep pouch is often formed at the apex 
of the fork, the passage of instruments being thereby 
rendered very difficult or impossible. 

The valves have been ascribed to hypertrophy of 
normal urethral folds, persistence of the urogenital 
membrane, anomalous wolffian or muellerian ducts, 
and fusion of the colliculus with epithelium of the 
posterior urethral roof. 

The pathological changes are those common to 
all infravesical obstructions. The proximal urethra 
is dilated. The bladder becomes decompensated, 
dilated, trabeculated, and inflamed. <A_ vesico- 
ureteral reflex follows, and the ureters become mark- 
edly dilated. Renal function is reduced by compres- 
sion nephritis plus infection. 

The symptoms are those of urethral blockage and 
uremia. Urinary frequency is common from birth. 
In many cases there is dysuria followed by dribbling, 
but this condition may not develop until adult life 
is reached. Distention usually causes pain in the 
lower and lateral parts of the abdomen. Pain in 
the kidney on voiding suggests ureteral reflux. The 
later symptoms of urewmia are headache, irritability, 
languor, severe nausea, and vomiting. Death usu- 
ally results after uremic coma or an intercurrent 
infection. 

Urethral valve obstruction is often diagnosed as 
chronic pyelitis, interstitial nephritis, and poly- 
cystic renal disease. The correct diagnosis is made 
by cysto-urethroscopy preceded by cystography 
with the use of 5 per cent sterile sodium iodide. If 
the residuum is over 3 0z., gradual decompression 
and continuous drainage should be carried out until 
functional stability has been established. 

The treatment is removal of the obstruction. 
Young removes the valves with his punch. If the 
urethra is impassable, cystotomy by suprapubic ap- 
proach may be done. The author has obtained ex- 
cellent results by using the electrotome cutting 
current. 

After the operation, fluids should be pushed. The 
prognosis depends on renal function and the damage 
that has been sustained. 

Campbell reports eighteen cases of posterior 
urethral valve obstruction in children. 

BENJAMIN F. Rotter, M.D. 


GENITAL ORGANS 


Schoemaker, J.: The Operative Treatment of 
Cryptorchidism (Traitement operative de la 
cryptorchidie). Presse méd., Par., 1931, XXXxix, 99. 

During the past twelve years the author has used 
the technique of Hahn for the cure of cryptorchid- 
ism. 





INTERNATIONAL 


Closure of the tunica dartos with a suture to prevent 
retraction of the testicle. 


The first stage consists of an incision as for 
inguinal herniorrhaphy, mobilization of the testicle, 
the digital formation of a path from the incision to 
the bottom of the scrotum, incision over the finger 
through all layers sufficient to allow the testicle to 
pass through, drawing of the testicle through this 
opening, closure of the incision with one suture to 
prevent retraction of the testes, and repair of the 
inguinal incision. The testicle is left outside the 
scrotum for twenty-four hours. In the second stage 
of the operation the single suture is cut, the testicle 
replaced within the scrotum, and the scrotal wound 
closed. 

As this procedure caused considerable pain and 
was associated with the possibility of infection of 
the testicle, the author devised a modification of 
Hahn’s procedure which obviates these features. 
His technique is as follows: 

An incision is made as for hernial repair, the 
testicle is mobilized, and a path for the testicle is 
tunneled into the scrotum with the forefinger. An 
incision is then made over the finger down to the 
tunica dartos and, with the finger still in place, a 
bed is dissected for the testicle between the skin 
and dartos. Next, the finger is replaced with the 
handle of a bone scraper, the tunica dartos is picked 
up between two Kocher hemostats, an incision 
suflicient to pass the testicle is made, the handle of 
the bone scraper is removed, and the testicle is 
drawn through the incision with forceps. The tunica 
dartos is then closed with one suture to prevent 
retraction of the testicle, the testicle is placed in the 
prepared bed, and the inguinal incision and the skin 
of the scrotum are closed. 

In ten cases in which this method was used 
a perfect result was obtained. 

James B. Mason, M.D. 


ABSTRACT OF SURGERY 


MacKenzie, D. W., and Ratner, M.: Tumors of the 
Testis; A Brief Series with Special Reference to 
the Pathology and Clinical Malignancy. §);.. 
Gynec. & Obst., 1931, lii, 336. 

The most common variety of testicular tumor js 
the teratoma. In 1696, Saint Donat found a tes 
ticular teratoma containing a rudimentary skull, and 
in 1803, Proschaska reported one which contained 
teeth, hair, and bone. In 1845, Curling stated that 
neoplasms of the testis regularly begin in the rete 
testis. In 1854, Johnson found elements o/ the 
ectoderm, entoderm, and mesoderm in a testicular 
tumor. In 1896, Wilms classified teratomata into 
2 groups: (1) the adult, cystic, differentiated, ma 
ture, and non-malignant, and (2) the solid, undiffer 
entiated, immature, and malignant. He maintained 
that all tumors of the testes are teratomatous and 
tridermal. Chevassu disagreed. In torr, [wing 
insisted that tumors of the testis always result from 
unilateral development of a teratoma, and not from 
spermatoblasts. In 1925, Bell demonstrated that a 
small group of malignant carcinomata of the testis 
are of extrateratogenous origin. Adami says that 
such tumors arise from an aberrant sex cell, this 
fact accounting for their frequency in the 
glands. 

The greater number of testicular tumors are 
embryonal carcinomata in which 1 type of tissue 
predominates. The growths are soft, grow rapidly. 
and often show areas of necrosis, hemorrhage, and 
suppuration. They are very malignant, metastasize 
early, and usually recur. They show round cells 
with vesicular nuclei. In this group is the adeno 
carcinoma. 

A second group are teratoid or mixed tumors con 
taining embryonal structures, which are ver) 
malignant. 

Those of a third group resemble true chorion 
epitheliomata, with a haemorrhagic character of 
metastasis. 

Those of a fourth group are rare and miscella 
neous, including germoids, fibromata, chondromata, 
myomata, adenomata, and lymphosarcomata. 

Malignant tumors of the testis are very malig- 
nant. They metastasize early. Metastases usually 
appear first in the lumbar glands or the glands along 
the spermatic vessels. The retroperitoneal glands 
are also involved very early. Later, the mediastinal 
and supraclavicular glands become involved. 

Tumors of the testis are rare. They were found 
in only 50 of 300,000 patients admitted to the Mayo 
Clinic; in only 65 of 110,000 males admitted to the 
London Hospital; and in only 27 of 207,174 patients 
admitted to the Royal Victoria Hospital of Mont 
real, 

Heredity plays no part in their development. 
They usually occur in the right testis and are rarely 
ever bilateral. Neoplastic disease of the undescended 
testis is also very rare. Trauma is said by some to be 
a cause. Tumors of the testis may occur at any age, 
but are most common between the ages of twenty 
and fifty years. 
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The symptoms include swelling of the scrotum, 
pain in the groin, hydrocele, shortness of breath, 
cough, and swelling of the legs. The condition must 
be differentiated from tuberculosis, syphilis, hydro- 
cele, and hematocele. 

In operable cases of malignant disease of the 
testis the treatment is castration preceded by cutting 
of the cord to prevent metastasis and followed by 
X-ray or radium irradiation and the use of Coley’s 
serum. In inoperable cases, deep X-ray and radium 
therapy are indicated. The mortality of radical op- 
eration ranges from 10 to 20 per cent. The progno- 
sis of malignancy of the testis is grave because of 
the early metastasis. BENJAMIN F. Rotter, M.D. 


Monserrat, J. L., and Galvez, I.: Malignant Tumor 
of the Testicle (Tumor maligno de testiculo). Rev. 
de especialidades, Asoc. med. argent., 1930, V, 1932. 

The case reported by the authors was that of a 
man twenty-four years of age who had suffered a 
trauma of the testicle about a year and a half pre- 
viously. The history of trauma suggested that the 
tumor of the testicle was a hematoma, but haema- 
toma was ruled out by the evolution of the condi- 
tion, the time since the injury, and the findings of 
palpation. Removal of the testicle was followed by 
metastasis. The patient was then given deep roent- 
gen treatment, but left the hospital in a state of ad- 
vanced cachexia. 

The histological findings are described in detail. 
The neoplasm was made up of two kinds of tumor dis- 
tinct in histological structure and pathogenesis. Part 
of it was a seminoma which had caused extensive he- 
morrhage, and the other part a wolfliane epithelioma. 

In the discussion of this report, ASTRALDI cited a 
case of sarcoma of the testicle with enlargement of 
the lumbo-aortic glands which disappeared spon- 
taneously without irradiation. Astraldi regards 
irradiation as of no value in such cases. 

SpuRR said that in cases of tumor of the testicle he 
uses the surgical method of Chevassu, opening the 
abdomen and removing all of the affected glands, 
including the lumbo-aortic glands. He believes this 
gives the best chance of cure. He cited two cases. 
In one, there was survival for three months and in 
the other for four years. Spurr gave deep roentgen 
treatment in both, but believes it had little effect. 

SALLERAS reported that he had operated on eight 
or ten tumors of the testicle. Two of the patients are 
living after four years. In the others metastases 
developed after varying periods of time. 

SERANTES said that the time of recurrence depends 
more on the histological nature of the tumor than on 
the treatment. As much of the affected tissue as pos- 
sible should be removed, but even extensive removal 
does not assure a permanent cure. Serantes cited a 
case in which gland recurrence was cured twice by 
roentgen therapy, the patient remaining free from 
the disease for a year in each instance, but death re- 
sulted from a third recurrence. 

_ASTRALDI stated that it is impossible to remove all 
of the affected glands. 


Spurr said that he had obtained absolute cures of 
breast cancer by cleaning out the axilla and believes 
all glands tributary to a tumor region should be 
cleaned out. He does not have much confidence in 
roentgen therapy. 

Monserrat said that it is impossible to establish 
a fixed treatment for tumor of the testicle as the pro- 
cedure indicated depends not only on the histological 
nature of the tumor but also on the stage of its de- 
velopment. At present most surgeons operate on 
cases with lumbo-aortic metastases as it is impossible 
to be sure of removing all of the affected glands. 
Monserrat thinks operation should not be performed 
for seminoma as this form of tumor reacts well to 
radium therapy. Aubrey G. Morean, M.D. 


MISCELLANEOUS 


Bugbee, H. G., and Murphy, A. J.: The Value and 
Limitations of Uroselectan as an Aid in Uro- 
logical Diagnosis. J. Urol., 1931, xxv, 275. 

The authors review twenty-six cases in which 
uroselectan was employed in urological diagnosis. 
By means of it they were able to demonstrate the 
absence of a kidney, poor renal function, and facts 
regarding the dynamics of the kidneys and ureters. 
However, they believe that, except in the very 
limited number of cases in which cystoscopic 
manipulation is impossible, it should be employed 
only as a supplement to other procedures. 

Joun P. O’Net, M.D. 


Iselin, A.: The Prognostic Value of Azotzemia 
and Urea Constants Below Normal (Valeur pro- 
nostique des azotémies et constantes inférieures 
a la normale). J. d’urol. méd. et chir., 1930, XXX, 
608. 


The author reports two cases of prostatic dis- 
turbances in which a very low urea content in the 
blood and a low urea constant were increased to the 
normal or above normal by prolonged drainage of 
the bladder. When the blood urea and urea con 
stant are high, they are decreased by drainage and 
drainage is said to improve them. ‘The author 
therefore believes that a low content of urea in the 
blood and a low urea constant are as definite indi- 
cations of renal changes as a high content of urea 
in the blood and a high urea constant. 

WittraM W. Wairetock, Ph.D. 


Katz, T.: Urogenital Tuberculosis in Man Pro- 
duced by the Bacillus of Avian Tuberculosis 
(Tuberculose urogénital chez homme produite par 
le bacille de la tuberculose aviaire). J. d’urol. med. 
et chir., 1931, xxxi, 18. 

The author discusses the characteristics of avian 
tuberculosis in animals and man and the use of avian 
tuberculin in the treatment of the condition. 

Guinea-pigs are resistant to avian tuberculosis, 
but various other rodents and birds are susceptible 
to it. The infected liver and spleen are enlarged and 
sown with nodules the size of a pinhead. Especially 
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in birds, the serosa of the intestine is covered with 
nodules. The kidneys and joints are attacked, but 
the lungs and the bronchial lymph glands are not 
affected. 

In contrast to cultures of human tubercle bacilli, 
the avian colonies appear several days earlier, pre- 
sent a peculiar mucofatty appearance, alkalinize 
glycerin broth, and show other cultural and mor- 
phological differences. The avian tuberculin reac- 
tion is specific. Rats, rabbits, and guinea-pigs have 
been inoculated by vein, peritoneum, muscle, and 
mouth. Rats and rabbits showed local and general 
effects of the disease such as nodules or septicemia, 
but the guinea-pigs lived two or three years after 
the inoculation in perfect health. 

The literature reports the occurrence in man of 
polycythemia rubra with lesions of avian tuber- 
culosis in the bone marrow, and of myelogenous 
leukemia with lesions of avian tuberculosis in the 
spleen. The author reviews eight cases of avian 
tuberculosis in man—one with involvement of the 
genitalia, two with involvement of the skin, and five 
with involvement of the kidney. In one of the cases 
of renal infection the condition cleared up without 
treatment and the patient is still well today after 
six years. In two cases, a cure was obtained with 
tuberculin, and in two by nephrectomy. 

The author has had two cases of avian tuber- 
culosis. In one, there was a definite cystitis. The 
urine from the left ureter was cloudy and no indigo- 
carmine was excreted from the left kidney. Ne- 
phrectomy was done before cultures of the urine be- 


came positive for avian tuberculosis. Histological] 
examination of the kidney disclosed three cavities 
containing a creamy-yellow fluid, but no caseation 
and only a very slight fibrous reaction. After the 
operation the patient gained 8 lb. in three months, 
In the author’s other case the left epididymis was 
involved and was removed after a few months of 
painful swelling. Six months later a fistula developed 
from the right epididymis. The exudate contained 
many polymorphonuclear cells and few lymphocytes, 
The patient’s skin reacted to both avian and human 
tuberculin, and cultures of his blood were positive 
for avian tubercle bacilli. 

It is not known whether the infection is ingested 
or inhaled. The bacilli of avian tuberculosis have 
been grown from well-cooked hen eggs. The mild 
pulmonary effects of the disease in man may be due 
to blood-stream infection of the lungs from an iites- 
tinal focus. 

The course of the infection is septicopyemic. It 
is associated with an afternoon temperature unaf- 
fected by antipyretics, night sweats, and variable 
cachexia. After this phase has persisted for months 
or years with remissions, the process usually localizes 
in a kidney, the bone marrow, or the skin. 

The author describes the dilution of avian tuber- 
culin for skin tests, the preparation of culture media 
for the avian tubercle bacillus, and the preparation 
of urinary sediment for inoculation. The diagnosis 
is based on negative inoculation results in guinea- 
pigs and positive inoculation results in rabbits and 
hens. Curtis Netson, M.)). 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Cohn, L. C.: Non-Suppurative Osteomyelitis. 
Radiology, 1931, Xvi, 187. 

This article is based on a study of 105 cases of 
non-suppurative benign lesions of bone diagnosed as 
Paget's disease, ossifying periostitis, and non-sup- 
purating osteomyelitis. Some of the lesions were due 
to trauma, some to syphilis, some to typhoid or 
influenza, and some to distant foci of infection. On 
the basis of their roentgen appearance they are 
classified as sclerosing, ossifying, destructive, or 
osteoporotic. 

Seventy-five per cent of the patients were under 
forty years of age and 33 per cent were under 
twenty. In about 50 per cent of the cases the 
disease had been present for less than a year, but in 
25 per cent it had been present about three years. A 
positive Wassermann reaction was obtained in 10 
per cent of the cases. The fact that it occurred with 
equal frequency in the 4 types of lesions refutes 
the theory that syphilis is more likely to be asso- 
ciated with lesions of the destructive type. 

The condition followed typhoid, influenza, or 
rheumatic fever in only 5 per cent of the cases. 

In about 25 per cent of the cases more than 1 bone 
was involved. The tibia and femur were each in- 
volved in about 20 per cent of the cases and the 
pelvis, skull, and clavicle were each involved in 
about 5 per cent. The humerus was involved in 
about 8 per cent. In the remaining 35 per cent the 
lesions were in the radius, ulna, fibula, metatarsals, 
metacarpals, carpals, tarsals, phalanges, ribs, verte- 
bre, and jaws. The jaws and the tarsal and carpal 
bones were least frequently involved. 

The roentgen appearance of the ossifying type of 
lesion varies from spur-like or mushroom-like ex- 
ostoses to broad generalized ossification beneath the 
periosteum. 

Confusion with sarcoma is most frequent in 
cases of lesions of the sclerosing type, especially 
those in which the sclerosis is combined with de- 
struction of bone. Roentgenograms taken at differ- 
ent angles may be of aid in determining which proc- 
ess is most prominent. 

The destructive type of non-suppurative osteo- 
myelitis may show as much bone destruction as 
sarcoma. 

The osteoporotic type of lesion suggests malig- 
nancy if syphilis and Paget’s disease are ruled out. 

When the diagnosis is doubtful it may be wise to 
try X-ray irradiation before radical surgery since in 
several of the cases reviewed in which the condition 
was thought to be malignant X-ray irradiation re- 
sulted in cure. WitiiaM ArTHUR CLARK, M.D. 


_ 33 


Brunschwig, A.: Epithelization of Bone Cavities 
and Calcification of Fibrous Marrow in Chronic 
Pyogenic Osteomyelitis. Surg., Gynec. & Obst., 
1931, lii, 759- 

The author reports three cases of chronic pyogenic 
osteomyelitis of over fifty years’ duration in which 
the bony cavities were partially lined with epithe- 
lium as the result of proliferation of the cutaneous 
epithelium along the sinuses. Sequestra with calci- 
fied marrow and calcification of marrow in living 
bone were also observed. Brunschwig concludes 
that epithelization of the cavity will cause the dis- 
charge to persist. 

In two of the cases reported, amputation was soon 
followed by death, and in the third, operation failed 
to relieve the pain and discharge. 

ELVEN J. BERKHEISER, M.D. 


Hunter, D.: Hyperparathyroidism: Generalized 
Osteitis Fibrosa with Multiple Osteoclasto- 
mata. Proc. Roy. Soc. Med., Lond., 1931, xxiv, 486. 


The author reports a case in which generalized 
osteitis fibrosa occurred in association with hyper- 
plasia of the right superior parathyroid and hyper- 
parathyroidism. Removal of the parathyroid tumor 
resulted in a decrease of the serum calcium. Tetany 
was relieved by a high calcium diet, intramuscular 
and intravenous injections of calcium preparations 
and the administration of parathyroid extract and 
irradiated ergosterol. After this treatment the 
bony tumors decreased in size, the weight increased 
and muscular development improved. 

WALTER P. Biount, M.D. 


Ferbert, H.: Osteitis Fibrosa Localisata in Adults 
(Ostitis fibrosa localisata bei Erwachsenen). Zéschr. 
f. orthop. Chir., 1930, liii, 285. 

In the author’s four cases and all of the cases of 
osteitis fibrosa localisata in adults which have been 
reported to date the tibia was involved. Even in 
the generalized type of osteitis fibrosa the tibia is 
first and most commonly affected. After an interval 
the process then appears in the other tibia or other 
bones. In order to prove that the condition is 
localized a considerable period of observation is 
necessary. Of the author’s cases, a period of thirty 
years elapsed in one, a period of fifteen years in two, 
and a period of only seven years in one. 

The localized forms tend to disprove the theory 
that endocrine disturbances are a cause. Neither 
is arteriosclerosis a factor. Lues could be ruled out 
in the cases reviewed. The great discrepancy be- 
tween the incidence of the condition and a history 
of trauma ruled out trauma as an etiological factor. 
However, the predisposing effect of trauma cannot 
be denied although its mode of action is not clear. 
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Apparently small hemorrhages or injuries to the 
nutrient vessels of the bone are etiological factors. 
The latter would fit in with the theory that osteitis 
fibrosa is a chronic nutritional disturbance of bone 
caused by embolism. 

Schmieden’s warning against operation is not al- 
ways applicable. Operation may decrease or correct 
deformities and cosmetically transform the thick- 
ened bone. Deforming joint changes occur rarely. 
The prognosis is relatively favorable. The process 
may run its course for years or decades without 
causing appreciable functional disturbances. The 
author refutes the reports in the literature which 
emphasize the rarity of spontaneous fractures as he 
has observed a number of fractures in his material. 

DrvEcc (Z). 


Copeland, M. M.: Bone Metastases: A Study of 334 
Cases. Radiology, 1931, xvi, 198. 

In 100 of the 334 cases of bone metastases re- 
viewed the primary tumor was in the breast. The 
bones involved were the spine, pelvis, femur, skull, 
ribs, and humerus. In 58 per cent of the cases the 
carcinoma was of the scirrhous type. Pain of a 
severe rheumatic character was an important symp- 
tom which in most cases developed from three to 
eighteen months before evidence of the bone lesion 
was shown by roentgenograms. Pathological frac- 
ture resulted in 15 cases. In 13, it occurred in the 
femur. In 75 per cent of the cases of metastasis from 
breast cancer there were multiple metastases. There 
was evidence to show that the metastases occurred 
by both the blood stream and the lymph channels. 
In 74 of the cases a radical amputation of the breast 
had been done, and in 18 a simple amputation or 
local excision. In 8, no surgical treatment had been 
given. In most of the cases high-voltage roentgen 
irradiation relieved the pain, and in some of them it 
prolonged life. 

In 22 cases the metastases were due to a hyper- 
nephroma. The bones involved were the humerus, 
spine, femur, pelvis, ribs, bones of the feet, skull, 
and sternum. 

Prostatic cancer was the source of the metastases 
in 134 cases. The bones in which the metastases 
appeared were the pelvis, vertebra, femur, tibia, 
and skull. The roentgenograms showed that all of 
the metastatic lesions in the bones were predomi- 
nantly osteoplastic. This was evident also in the 
gross specimens, which showed areas of bone for- 
mation around the grayish nodules of cancer tissue. 
Roentgen therapy relieved the pain, but did not cure. 

There were only 2 cases of bone metastases from 
malignancy of the testicle, 2 cases of metastases due 
to malignancy of the ovary, and 1 case of metastases 
due to carcinoma of the bladder. 

In 5 cases the primary tumor was a carcinoma of 
the uterus. The bones involved were chiefly those of 
the pelvis. The patients ranged from thirty-five to 
sixty years of age. 

Thyroid malignancy has a tendency to metastasize 
near the epiphyses of long bones, but the primary 


tumor was found in the thyroid in only 6 of the cases 
reviewed. 

Seven patients out of 537 with primary gastric 
cancer had bone metastases. Their ages ranged 
from thirty-nine to seventy-one years. The bones 
involved were the ribs, pelvis and femur, vertebr, 
sternum, skull, and scapula. The roentgenogram 
showed diffuse mottling without distortion of the 
bone shell. 

In 4 of thecases reviewed the bone metastases were 
due to pulmonary malignancy. The roentgen find- 
ings in such cases may suggest endothelioma of bone. 

The incidence of bone metastases from the various 
primary sources is summarized as follows: hyper- 
nephroma, 34.9 per cent; lung, 16.6 per cent; pros- 
tate, 12.8 per cent; testicle, 7.7 per cent; ovary 
(sarcoma), 6.6 per cent; uterus, 5.6 per cent; breast, 
5.2 per cent; thyroid, 4 per cent; and stomach, 1.3 
per cent. WILLIAM ARTHUR CLARK, M.|). 


Geschickter, C. F.: The Roentgenological Diagno- 
sis of Bone Tumors. Radiology, 1931, xvi, 111. 


This article is based on an extensive study of bone 
lesions of neoplastic origin and certain dystrophies 
and inflammatory and nutritional diseases from 
which bone tumors must sometimes be dijler- 
entiated. 

The various tumors are grouped according to 
whether or not they produce single or multiple in- 
volvement of the skeleton, whether they are more 
common before or after the twentieth year of age, 
and whether they are primarily osteolytic or osteo- 
plastic. The relative frequency of the different 
lesions in the different bones and the parts of each 
bone is shown by skeletal diagrams, and the age 
incidence of the various types is shown by curves. 
The clinical and roentgen characteristics of in- 
dividual lesions are described and their histogenesis 
is reviewed to aid in the analysis of the roentgeno- 
gram. 

The entities discussed are metastatic carcinoma, 
periosteal osteogenic sarcoma, osteochondroma, 
(exostosis), giant-cell tumor, bone cysts, osteolytic 
osteogenic sarcoma, Garré’s sclerosing osteomyelitis 
(inclusive of ossifying periostitis), myxosarcoma, 
chondromyxoma, Ewing’s sarcoma, periosteal filro- 
sarcoma, latent bone cysts, myositis ossificans, 
multiple bone cysts and osteomalacia, Paget's 
osteitis deformans, multiple myeloma, Broiie’s 
abscess, fragile bones, osteomyelitis, tuberculosis, 
and syphilis. ApotpH Hartuna, M.!). 


Anderson, H. S.: Lesions of the Clavicle. Radio!ozy, 
1931, Xvi, 181. 


In a search through the files of the surgical path- 
ological laboratory of the Johns Hopkins Hospital, 
Baltimore, records of 46 lesions of the clavicle were 
found among those of 1,700 bone lesions. The cla- 
vicular lesions included a metastatic carcinoma in 16 
cases, multiple myeloma in 8 cases, periostitis in 
7 cases, a bone cyst in 4 cases, a Ewing tumor in 4 
cases, an exostosis in 2 cases, and a chondroma, 
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giant-cell tumor, chondroblastoma, osteogenetic sar- 
coma, and sclerosing sarcoma in 1 case each. 

In 8 of the 16 cases of metastatic carcinoma the 
primary lesion was undetermined. In 4 cases, the 
metastasis had its origin in a carcinoma of the 
breast; in 1 case, in a malignant pigmented mole; 
in 2 cases, in a sarcoma of the soft parts; and in 1 
case in an adenoid cystic carcinoma. An observa- 
tion of interest was that none of the bone metastases 
in 110 cases of prostatic tumors and 22 cases of hy- 
pernephroma occurred in the clavicle. 

In 5 of the 7 cases of periostitis there was a history 
of syphilis, and in 3 of these 5 the condition was 
cured by anti-syphilis treatment. 

The ages of the patients with bone cysts were 
seven, seventeen, forty-nine, and seventy-two years. 
The patient who was seventy-two years old had had 
swelling and pain in the outer end of the clavicle for 
about fifty years. In the other patients the lesion 
occurred in the sternal end of the clavicle where 
the epiphysis does not unite until about the twenty- 
fifth year of age. 

In both of the cases of Ewing’s round-cell sar- 
coma resection of the clavicle was done. The pa- 
tients were well seven and nine years respectively 
after the operation. 

In 1 of the 2 cases of exostosis other bones besides 
the clavicle were involved and the patient gave a 
history of syphilis. In the other case, that of a boy 
eleven years of age, the condition was probably of 
traumatic origin and was cured by resection. 

In the case of giant-cell tumor, resection of the 
clavicle and first rib was done fourteen years ago. 
No malignancy was found, and the patient is well 
at the present time. 

The patient with the chondroblastoma died about 
ten months after the appearance of the first symp- 
toms. WILLIAM ARTHUR CLARK, M.D. 


Major, R. C.: Lesions of the Upper Humerus. 
Radiology, 1931, xvi, 224. 

The upper part of the humerus is the occasional 
site of all common bone tumors and the common site 
of exostoses, bone cysts, chondrosarcomata, and 
metastatic carcinomata. Chondrosarcomata consti- 
tute about 29 per cent of the malignant lesions of 
the upper humerus. 

An exostosis is readily identified in the roentgeno- 
gram from its base or pedicle of normal bone pro- 
jecting through a gap in the periosteum and sur- 
mounted by a cartilaginous cap. Exostoses usually 
occur between the ages of ten and twenty-five years 
and are found most frequently in the ends of long 
bones at the site of a tendon attachment. 

Multiple exostoses occurring as a manifestation 
of hereditary congenital bone disease should not 
be excised until the growth period is ended. Both 
single and multiple exostoses may give rise to 
chondrosarcoma. 

_ Chondroma or chondromyxoma, a benign tumor, 
's rare in the long bones. It is most common be- 
tween the ages of twenty and thirty years. 


Chondrosarcoma may occur as a primary tumor 
or may be secondary to a benign exostosis or chon- 
droma. The primary type appears most frequently 
between the ages of fourteen and twenty-one years, 
and the secondary type after the age of thirty-five 
years. The onset of malignancy in secondary 
chondrosarcoma is characterized by a rapid increase 
in the size of the neoplasm and pain. In the roent- 
genogram there is a more or less translucent sub- 
cortical shadow with a fuzzy infiltrating outer 
margin. Ultimately the tumor involves the cortex of 
the bone. The clinical course of the primary form 
usually ends within twenty months, while that of 
the secondary form extends over a longer period. 

The sclerosing type of osteogenic sarcoma is 
characterized in the roentgenogram by dense radiat- 
ing periosteal bone of the sun-ray type. Trauma 
usually precedes and pain accompanies the forma- 
tion of the tumor. The average duration of the 
symptoms is ten months. 

Ossifying periostitis and myositis ossificans are 
found in the humerus only rarely. 

Bone cysts, of which the upper humerus is the 
second most frequent site, occur in the metaphysis 
and cause smooth, symmetrical expansion and 
thinning of the cortex, usually without rupture. 
As a rule they occur before the eighteenth vear of 
age. Symptoms are almost entirely absent until 
pathological fracture occurs. 

Giant-cell tumors and the chondroblastic sar- 
coma, a highly malignant tumor, are rare in the 
humerus. 

The osteolytic osteogenic sarcoma occurs most 
frequently in young adults. The roentgenogram 
shows central bone destruction involving the cortex, 
but not causing cortical expansion, and a definite 
periosteal reaction which, however, does not parallel 
the sun-ray effect produced by the sclerosing type of 
osteogenic sarcoma. 

Multiple myelomata usually occur in the sixth 
decade of life. The roentgenogram shows central 
“punched-out” areas and pathological fractures. 

Metastatic tumors are rather common in the 
upper humerus. Hypernephroma is the chief pri- 
mary tumor. Diffuse osteolytic metastases from 
carcinoma of the breast are not rare in the upper 
part of the humerus and the shoulder girdle. 

The benign cyst and the malignant metastatic 
tumor do not require surgical intervention. In cases 
of other tumors in which the nature of the neoplasm 
is doubtful, it is best to put the arm at rest, adminis- 
ter roentgen therapy, and obtain competent con- 
sultation on the roentgenograms. In all malignant 
lesions of the upper part of the humerus resection 
offers as much as amputation. 

Rosert C. LONGERGAN, M.D. 


Codman, E. A.: Epiphyseal Chondromatous 
Giant-Cell Tumor of the Upper End of the 
Humerus. Surg., Gynec. & Obst., 1931, lii, 543. 


A study of nine giant-cell tumors of the upper end 
of the humerus which were recorded in the Registry 
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of Bone Sarcoma and had been variously designated 
as giant-cell tumor, chondroma, and chondrosarcoma 
led the author to the conclusion that all of them 
were benign tumors of a chondromatous type. Be- 
cause of the uniformity in the roentgenograms and 
sections, the long duration of the condition prior 
to the operation, the patients’ ages (twelve to 
twenty-four years), and the good results from con- 
servative treatment, this group of tumors may be 
considered a clinical entity. 

The tumors occur in the greater tuberosity, but 
are checked at the epiphyseal line of the head so that 
they do not extend to the joint cartilage as in other 
locations. Instead of the characteristic trabecule 
shown by giant-cell tumors in other bones, they 
present a fluffy ‘“‘cotton-wool”’ appearance. 

Microscopically, they are characterized by the 
presence of peculiar epithelioid cells which merge 
into a low-grade type of cartilage cell and into the 
tumor cells. The cartilage-like tissue is probably 
derived from the epiphyseal line. 

The author believes that, in the treatment, 
irradiation is preferable to operation. 

Wa ter P. Biount, M.D. 


Oliver, R. L.: Bone Lesions of the Lower Radius. 
Radiology, 1931, Xvi, 245. 

Of over 2,000 bone lesions, only 56 were in the 
radius, and of the latter, 90 per cent were in the 
lower end of that bone. 

In 3 of the cases the lesion in the lower end of the 
radius was due to a non-suppurating osteomyelitis 
and 2 or more bones were involved. The incidence 
of cure in non-suppurating osteomyelitis is about 
go percent. Asa rule, cure is obtained by operation. 

Exostoses are comparatively infrequent in the 
radius. Of the cases reviewed, they were found in 
the radius in 7 and in the lower end of the radius in 4. 
The roentgenogram showed the exostoses to have 
pedicles. The author believes that if the case is kept 
under observation and occasional roentgenograms 
are made no treatment is necessary unless there is an 
undue increase in the size of the tumor and its 
symptoms. Multiple exostoses usually involve the 
fibula or the radius. 

Only 1 chondroma was found in the radius. This 
was cured by simple excision. 

Bone cysts occurred in the radius in 4 cases, and 
in 3 of these in the lower end of the bone. The 
roentgenogram reveals a central lesion in the shaft 
with a marked decrease in density, a symmetrical 
contour, and a smooth, well-defined outline. When 
a pathological fracture occurs there is a tendency 
toward ossification. All of the cases reviewed 
showed central expansion of the bone. The treat- 
ment of bone cysts is removal of the connective 
tissue lining and obliteration of the cavity with bone 
chips. 

Giant-cell tumors make up the greater number of 
lesions in the lower end of the radius. They usually 
occur after the age of twenty years. They cause 
central expansion of the cortical bone and have an 


asymmetrical contour. Frequently they perforate 
the capsule. After perforation of the capsule the 
chances of cure are diminished because of the 
difficulty of removing the tumor completely. 

The microscopic picture varies. In some cases it 
resembles that of a bone cyst except that giant cells 
are usually more numerous and the stroma is made 
up of small round cells rather than the spindle cells 
which sometimes predominate in the picture of bone 
cysts. Of a total of 226 giant-cell tumors, only 3; 
were in the lower part of the radius. In 9 of the 35 
cases curettement was followed by recurrence, 
Thirty of the patients were eventually cured. 

Osteogenic osteolytic sarcoma was found in the 
lower end of the radius in 1 case. The roentgeno- 
gram in this condition shows a mottled central area 
of bone destruction with or without bone expansion. 
This tumor is a form of osteogenetic sarcoma with 
giant cells—a destructive type. In the case cited, 
death occurred after amputation preceded by X-ray 
treatment. , 

Chondromyxosarcoma and sclerosing sarcoma of 
the radius were found in 1 case each. 

In the diagnosis it is necessary to differentiate 
first between central and periosteal lesions. In the 
cases reviewed the periosteal lesions were exostosis 
and sclerosing sarcoma. Sometimes non-suppurating 
osteomyelitis occurs as a periosteal lesion. Ostco- 
myelitis is characterized by both osteoporosis and 
osteogenesis without the radiating bone seen in 
sarcoma. Chondromata, bone cysts, and giant-cell 
tumors cause central areas of rarefaction. The 
differentiation between bone cysts and giant-cell 
tumors may be made on the basis of the contour and 
position of the lesion and the patient’s age. The 
sarcomata may be differentiated by their irregular 
outlines. Rosert C. Lonercan, M.D. 


Hagen-Torn, J.: Solution of the Problem of the 
Development of the Asymmetry of the Skull 
and the Scoliosis in Cases of Caput Obstipum. 
Correction of These Conditions by My Opera- 
tion (Die Loesung des Problems ueber die Entste- 
hung der Schaedelasymmetrie und Skoliosis bei 
Caput obstipum. Die Beseitigung derselben durch 
die Operation nach meiner Methode). Arch. f. 
klin. Chir., 1930, clxiii, 35. 

Since Stromeyer in 1838 opposed, with his own 
theory, the previously current conception of mus- 
cular wry neck as a congenital affection, which was 
originated by physicians of Holland in the seven- 
teenth century, the controversy on this subject has 
never entirely subsided. Stromeyer taught that the 
condition is the result of an intrapartum injury to 
the sternocleidomastoid muscle. The author accepts 
the Stromeyer theory. He first presented his views 
on the subject and described his operation for the 
correction of the condition before the Obstetrical 
and Gynecological Society of Leningrad twelve 
years ago, but as his speech was published only in 
the Russian Journal of Gynecology it did not receive 
wide notice. He now reports twenty cases in which 
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a good result was obtained by his operation without 
the aid of any form of postoperative orthopedic 
treatment. The method consists essentially of 
lengthening of the affected muscle by a procedure 
similar to a tenotomy on the Achilles tendon. The 
technique is as follows: 

A longitudinal incision as long as the difference in 
length between the two sternocleidomastoid muscles 
is made in the shorter muscle. Then, from the upper 
end of this incision, a transverse incision is made to 
the medial border of the muscle, and from the lower 
end of the longitudinal incision another transverse 
incision is made to the lateral border of the muscle. 
After the muscle flaps thus formed have been freed 
from adhesions, particularly from adhesions to the 
large vessels, under the guidance of direct vision, 
they are carefully united end-to-end by suture. 
The head is well braced by means of a dressing of 
cotton wadding. After removal of the stitches, 
electrical treatments and massage are begun. 

Even as early as a year after the operation the 
author has observed as good function in the muscle 
operated upon as in the other muscle. He reports 
the cases of two patients whom he recently pre- 
sented before the Surgical Society. The first case, 
that of a girl, will be briefly reported here because 
the patient has been under the author’s observation 
for a long time. 

At birth, the patient presented by the pelvis and 
was delivered by manual means after thirty-six 
hours of labor. When the author was called in 
attendance on the third day after her birth, he 
discovered a haematoma above the left clavicle and 
in the right rectus femoris muscle. Apparently the 
left sternocleidomastoid muscle had been lacerated 
by the heavy pulling during the manipulations at the 
time of birth. By the end of the first year, wry neck 
had developed. The author recommended opera- 
tion, but after consulting with other surgeons, the 
parents would not permit it. They consented to 
surgical treatment only when the child had reached 
the age of two and a half years. The difference in 
length between the two sternocleidomastoid muscles 
was 3 cm., and the difference in distance between 
the lateral canthus and the angle of the mouth on 
the two sides was % cm. The operation was per- 
formed as described. Today, thirteen years later, 
the asymmetry of the face and the scoliosis of the 
spine have entirely disappeared. 

_In an attempt to explain this remarkable regres- 
sion of the sequel of wry neck the author found the 
theory of Dieffenbach insufficient. Dieffenbach 
compared the pull of the shortened muscle to the 
pull on the string of a night-cap. He said: “If one 
pulls on the band of one of the cheek-flaps, the cap 
follows the direction of the pull and the opposite 
side slides up.” In the author’s opinion, two forces 
are at work—the pull of the shortened muscle and 
the normal tissue-tension of the growing bony 
structures. The pull of the muscle opposes the 
tissue-tension, thereby causing unequal growth of 
the cervical vertebre and the bones of the skull. 


To understand the peculiar asymmetry and scoli- 
osis of the vertebre and skull the components of 
the forces at work and the effects in different planes 
must be analyzed. In the frontal plane, the direction 
of the pull impedes growth in length. In the hori- 
zontal plane, the pull acts tangentially to the 
horizontal section of the vertebra, exerting a twist- 
ing effect. However, as the vertebral column is 
made up of separate sections elastically bound to- 
gether, the torsion varies in the different sections 
in accordance with Coulomb’s law. The limitation 
of growth occurs similarly. In the sagittal plane 
there is a twisting displacement of the vertebral 
column about the vertical axis, which can be easily 
detected by observing the alignment of the vertebral 
spines. This twisted maldevelopment of the ver- 
tebre and of all the cavities of the skull begins only 
when the torsion has advanced so far that the in- 
sertion of the shortened muscle is directly above its 
origin at which stage the component acting in the 
horizontal plane equals zero. 

If the tissue-tension of the growing bone is restored 
by operation, complete restitution to normal is pos- 
sible as the potential energy is enabled to assume 
the kinetic form. Good results can be obtained 
only by surgical treatment. MAnpeEL (Z). 


Meyer, H.: Spondylolisthesis and Accident (Spon- 
dylolysthesis und Unfall). Arch. f. orthop. Chir., 
1930, XXIX, 109. 

In spondylolisthesis it is necessary to differen- 
tiate strictly between the actual process of disloca- 
tion and the preliminary stage, the loosening in the 
interarticular portion. The preliminary stage, which 
Neubauer believes to be a congenital malformation, 
a defect of ossification, is always an acquired process. 
The conditions for its development are: (1) a pecu- 
liarity in the stratification of the transverse articula- 
tions in relation to each other, (2) increased weight 
on the transverse articulations (lordosis), and (3) 
extensive movement in the lumbar region. While it 
must be admitted that the preliminary stage may 
be induced by trauma causing unilateral or bilateral 
fractures at symmetrical sites in the arch region, 
this is very rare and occurs only when the trauma is 
severe. Aggravation of a pre-existing spondylo- 
listhesis by an injury is far more probable and is to 
be assumed in most cases with a history of trauma. 
Asa rule, however, the aggravation of the process is 
only temporary and by the end of thirteen weeks the 
effects have cleared up. If one is to assume their 
continuance beyond this time, roentgenological 
evidence of increased sliding since the injury is 
necessary. 

According to the view here stated regarding the 
origin of the sliding process and its preliminary 
stage, there is still a third relationship between 
injury and spondylolisthesis, namely, the occur- 
rence of the condition after fractures of the vertebra 
in the lower thoracic and upper lumbar segments 
which result in increased thoracic kyphosis and 
lumbar lordosis. In these segments there some- 
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times develops in the course of years, as the result 
of excessive weight-bearing and shearing forces, a 
zone of transformation. The peculiarities of this 
process in a case studied are described in detail. 
Such a zone of transformation may appear also as 
the result of too great weight-bearing in cases with 
uncompensated shortening of a lower extremity, 
flexion contractures of the hip, fractures of the pelvis, 
and deforming arthritis in the lower lumbar seg- 
ment. ENGEL (Z). 


Puhl, H.: Infectious Spondylitis (Ueber Spondylitis 
infectiosa). Deutsche. Ztschr. f. Chir., 1930, CCxxviii, 
172. 


‘ 


By the term “infectious spondylitis” is implied a 
pyogenic inflammatory disease of the bodies of the 
vertebra (the vertebral arches and processes are 
rarely involved) which does not lead to suppuration, 
but in healing with the formation of defects or with 
replacement of bone. An acute infection precedes 
it for a variable period of time. Of the six cases re- 
ported by the author, it may be assumed that grippe 
occurred in four and typhoid fever in one. In one, 
the paratyphoid bacillus was found. 

Even when there are general symptoms with an 
increase in the sedimentation rate of the red blood 
cells and in the leucocytes, changes of the vertebral 
bodies can be demonstrated in the roentgenogram 
only after a certain length of time. Circumscribed 
foci of destruction appear among the cranial or cau- 
dal epiphyseal plates of bone, which foci obscure the 
sharp lines of demarcation. At the same time the 
affected intervertebral cleft becomes constantly 
more narrow and there is a change in the outline of 
the vertebral column in the form of a kyphosis or 
scoliosis. Later, just as in osteomyelitis and in con- 
trast to tuberculosis, periosteal deposits form on the 
vertebral bodies, but only in the vicinity of the in- 
tervertebral disks. Ultimately, in the course of re- 
gression, these deposits become bridging spans and 
indicate the stage of healing. Such spans may appear 
also at sites distant from the disease focus. Under 
such circumstances they are to be attributed to the 
influence of the changed statics of the vertebral 
column. Under certain conditions the picture may 
simulate that of a healed compression fracture. 
Foci of calcification in the intervertebral disks can 
rarely be demonstrated. The prognosis is good if 
supporting therapy (the use of a plaster bed or sup- 
porting corset) is carried out for a sufficient length 
of time. The postural anomaly persists. 

Max BuppE (Z). 


Docimo, L.: Changes in the Cerebrospinal Fluid in 
Pott’s Disease (Le modificazioni del liquido cefalo- 
rachidiano nel morbo di Pott). Policlin., Rome, 
1931, XXXvili, sez. chir. 8. 

Changes in the color and dissociation of the cellu- 
lar elements and the albumin content (scarcity or 
absence of cells with an increase in the albumin) 
constitute the syndrome of Sicard and Foix. It is 
generally agreed that, under normal conditions, the 


albumin contained in the cerebrospinal fluid varies 
between 0.15 and 0.20 gm. per 1,000 ¢.cm., and that 
usually there is a relationship between the number 
of cells and the amount of albumin. 

To obtain a clearer interpretation of the humoral 
syndrome in Pott’s disease, the author examined the 
spinal fluid of eleven patients with that condition. 
Ten cubic centimeters of the spinal fluid were with- 
drawn by puncture, and whenever possible the punc- 
tures were made both below and above the lesion. 
In no instance was a marked difference found in the 
fluid from the two sources. The author reports the 
eleven cases in detail and describes the technique 
employed in the examination. A marked change in 
the spinal fluid was found in only one case ani « 
slight increase in the albumin in five cases. 

The mechanism of the cord compression in such 
cases has long been the subject of controversy. It 
seems clear, however, that in the great majority of 
cases the compression is caused by the ossitluent 
abscess which finally forms in the spinal canal and 
produces extradural compression with its sequel. 
The effects of the compression may disappear at an\ 
moment if the abscess is able to discharge externally. 

Nervous disturbances in the author’s cases never 
assumed the gravity of a paraplegia of Pott’s disease 
In two cases they consisted only of sensory motor 
disturbances of the lower limbs. In one case the 
assumed a paretic aspect, with slight accentuation of 
the reflexes. In the first two of these three cases the 
cerebrospinal fluid was normal except for a slightly 
positive Pandy reaction. In the third, xanthochromia 
and a distinct dissociation of the cellular elements 
and albumin content of the cerebrospinal fluid were 
found. 

The author believes that the circulatory disturb 
ance is a determining factor in the humoral syndrome. 
He assumes that the peridural oedema causes com 
pression of the spinal foramina, and that this com 
pression, before producing a reaction of the nerve 
roots, obstructs the blood vessels, thereby causing 
disturbances of the cord circulation which are most 
marked in the immediate area. From the blood ves 
sels of the involved segment and the contiguous blood 
vessels the elements constituting the syndrome take 
their origin. 

The xanthochromia, instead of being the result of 
a true hemorrhage, may be due to transudation of 
the plasma into the cerebrospinal fluid through the 
walls of the meningeal vessels as the result of an in 
crease in the intravascular pressure causing slight 
and repeated punctiform hemorrhages, or it may be 
due to diapedesis of the red cells. In any event, the 
xanthochromic coloration is always of hematogenous 
origin. The increase in the albumin may be attrib 
uted to the same mechanism of transudation. 

With regard to the positive Pandy, Nonne-Apelt, 
tryptophane, and Takata-Ara reactions in some ol 
the cases, the author states that while on first con 
sideration these may suggest a change in the cere 
brospinal fluid of meningitic origin, it has been shown 
that they may be due to a simple meningeal irrita- 
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tion and may be present in cases of medullary tu- 
mors. Sicard has demonstrated that the globulin 
reaction is of greater value when it is negative than 
when it is positive. Wrttram W. Warretock, Pu.D. 


Doub, H. P., and Badgley, C. E.: Tuberculosis of 
the Intervertebral Articulations. Am. J. Roent- 
wnol., 1931, XXV, 299. 


4 


Tuberculosis of the spine is a local manifestation 
of a disease having its primary focus elsewhere. The 
infection is usually transmitted by the hama- 
togenous route and possibly localizes at a point 
where there has been a preliminary change in a 
nutrient artery, a tuberculous endarteritis oblit- 
erans. The interior of the body of a vertebra is 
supplied by a branch of the posterior spinal artery, 
while the anterior portion of the body, the neural 
arch and the transverse processes are supplied by 
the intercostal arteries. The various typical types of 
vertebral tuberculosis are explained on the basis of 
the blood supply. 

The central type is seen particularly in children 
and may cause few symptoms until the necrosis of 
the vertebral body results in collapse and kyphosis. 
The intervertebral disk is involved secondarily. 
The epiphyseal type of involvement results in early 
narrowing and disappearance of the intervertebral 
disk with coaptation of the vertebra. Abscess is 
frequently one of the first clinical findings. Kyphosis 
is unusual. In the anterior type, the infection 
appears in the anterior portion of the vertebral 
body and frequently spreads beneath the anterior 
longitudinal ligament. It may also invade the body 
of the verbebra and become identical with the central 
form. In rare cases, the vertebral appendages are 
involved. 

The authors discuss particularly the epiphyseal 
type of the condition which they prefer to call 
“intervertebral articular tuberculosis” instead of 
“epiphyseal tuberculosis of the vertebral body.” 
When the infection of the spine originates in the 
articular margin, the normally poor circulation of 
the disk is soon destroyed and there is early dis- 
appearance of the disk with resulting coaptation 
of the bodies. This process is often associated with 
asmall erosion or roughening of the articular margin, 
but the normal size and shape of the vertebral body 
is preserved and there is no kyphosis. The bone 
changes constitute early evidence of this form of 
spinal tuberculosis and are frequently accompanied 
by roentgen evidence of abscess formation. Treat- 
ment should be instituted before bone deformity 
occurs, 

The authors report three cases in which the diag- 
nosis was based largely on the finding of a narrowed 
intervertebral disk with erosions on the articular 
surface. CuesterR C. Guy, M.D. 


Thompson, G. T.: Lesions of the Upper Femur. 
Radiology, 1931, xvi, 278. 


Lesions of the upper part of the femur are fre- 
quently overlooked, the symptoms being ascribed 


to sciatica or rheumatism and no roentgenograms 
being taken. The upper part of the femur is a com- 
mon site of tumor metastases and bone cysts. Be- 
cause of the inaccessibility of the region, beginning 
tumors may be revealed only by the roentgenogram. 
About one-half of the malignant tumors in the 
upper part of the femur are metastatic growths. In 
35 cases of primary malignancy of the upper part of 
the femur which are reviewed by the author there 
were no five-year cures. Among 146 tumors of the 
upper part of the femur which are recorded in the 
Laboratory of Surgical Pathology of the Johns Hop- 
kins Hospital, Baltimore, the most common were 
bone cysts, which numbered 45. On account of the 
proximity of the 3 separate epiphyses in this region, 
the differentiation between giant-cell tumor and 
bone cyst is difficult. It should be remembered that 
giant-cell tumors occur usually after the age of 
twenty-five years and bone cysts before the age of 
eighteen years. Cuester C. Guy, M.D. 


MacAusland, W. R.: Derangements of the Semi- 
lunar Cartilages. Ann. Surg., 1931, xciii, 649. 


This report on derangements of the semilunar 
cartilages is based on a study of 388 surgically 
treated cases. The author discusses the anatomy, 
etiology, surgical pathology, symptoms, diagnosis, 
prognosis, and treatment. 

In the majority of cases, removal of the semilunar 
cartilage is followed by a satisfactory result. The 
best results are obtained when the patient is a young 
adult and the cartilage is removed shortly after the 
trauma. In the cases of older patients, especially 
those with arthritic changes, a guarded prognosis 
must be given if the cartilage injury is old. 

ELVEN J. BERKHEISER, M.D. 


Diamant-Berger, L., and Sicard, A.: Traumatic 
Lipo-Arthritis of the Knee (La lipo-arthrite 
traumatique du genou). Rev. d’orthop., 1931, Xxxviii, 
5 

The adipose tissue of the knee consists of: (1) a 
fatty infrapatellar mass prolonged behind by the 
adipose ligament, and (2) synovial fringes. Trau- 
matic lipo-arthritis of the knee is explained by post 
traumatic hyperemia. The infrasynovial fatty tis- 
sue proliferates in the form of arborizations pushing 
into the synovial cavity and forming the villosities 
which are characteristic of the condition. These may 
be localized in the infrapatellar fat (Hoffa’s disease) 
or in a synovial fringe (solitary lipoma), or form a 
generalized arborescent lipoma. 

Hoffa’s disease is always of traumatic origin and 
may be a sequela of any traumatic arthritis of the 
knee. After the traumatism the patient suddenly 
feels violent pains which decrease with rest, but on 
movement recur and gradually increase. There is 
spontaneous pain, but the most severe pain occurs 
at the moment of complete extension of the leg. 
Examination must be made with great care. At 
first there is a peripatellar swelling with effacement 
of the parapatellar planes. Below and on each side 
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of the patella there is a mass, often larger than the 
thumb, which gives the impression of fluctuation 
transmissible behind the patellar ligament and is 
generally sensitive to pressure. Sometimes the 
signs are unilateral. Hydrarthrosis is not frequent. 
Active movements of the joints are not greatly 
disturbed except perhaps in extreme extension. 
Passive movements are usually free, but become 
painful when extension or flexion is forced. Passive 
movements may cause crackling sounds. Atrophy 
of the quadriceps is rapid and manifest. Lateral 
roentgenograms are sometimes of diagnostic aid. 

The author explains the solitary lipoma by assum- 
ing that under the influence of the traumatism a 
fatty fringe hypertrophied and acquired a pedicle. 
Histological examination discloses inflammation 
with intense proliferation of the fibrous tissue. The 
symptoms are those of a chronic post-traumatic 
arthritis with a localized painful zone. In a sudden 
movement the fatty intra-articular mass may be- 
come twisted around its pedicle. 

The arborescent lipoma has been believed to be 
of spontaneous origin. Tuberculosis has been found 
in some cases, but is not constant. The rdéle of 
traumatism seems undeniable. The symptoms are 
those of chronic, intractable, and recurrent hydar- 
throsis. 

The only radical treatment of Hoffa’s disease is 
total extirpation of the infrapatellar adipofibrous 
tissue. The results of this procedure are excellent. 
Surgery is advisable also in the localized form of 
lipo-arthritis with a synovial fringe. In the gen- 
eralized form, medical treatment often results in 
improvement, but when it fails and the functional 
disturbances are marked, synovectomy is the logical 
operation. 

These three affections seem to be three clinical 
forms of the same disease. 

The adiposynovial tissue of the knee reacts to 
chronic disturbances as to traumatisms. 

The authors report three cases of traumatic lipo- 
arthritis of the knee. The first was a case of Hoffa’s 
disease in which there were two distinct lesions, a 
benign prepatellar hygroma which was present be- 
fore the traumatism and a hyperplasia of the infra- 
patellar fatty mass which was related to the trau- 
matism and caused pain. The second was a case 
of volvulus of a pedicled intra-articular lipoma of 
the knee, and the third a case of arborescent lipoma 
which developed in the course of post-traumatic 
chronic arthritis and was treated by synovectomy. 

PACE. 


Moore, J. R.: Tumors of the Os Calcis. Radiology, 
1931, XVi, 232. 

In a review of the literature for the past fifty-one 
years the author found the reports of 92 tumors of 
the os calcis. The neoplasms included 67 benign 
exostoses, 1 chondroma, 4 bone cysts, 4 giant-cell 
tumors, 2 chondrosarcomata, 4 Ewing endothelial 
myelomata, 8 unclassified sarcomata, and 2 epi- 
theliomata. 


The author calls attention to the similarity of the 
os calcis to the long bones in structure, formation. 
and development. He states that to some extent 
the behavior and types of tumors involving the os 
calcis are similar to those of tumors found in the 
long bones. Among 1,740 bone tumors he found 32 
neoplasms of the os calcis. 

In 23 of the author’s cases the tumor of the os 
calcis was an exostosis. Its discovery was preceded 
by pain for from six months to a year. One spur 


was located near the attachment of the tendon of 
Achilles whereas the others were on or between the 
All were treated by excision. 


plantar tubercles. 
Three recurred. 

In cases of chondroma of the os calcis the neoplasm 
should be frequently examined with the roentgen 
ray and the possibility of malignant change shoul: 
be constantly borne in mind. If malignant changes 
become evident, early amputation offers the only 
hope. 

Giant-cell tumors treated by curettage before 
perforation of the shell have little tendency to recur. 
When soft-part invasion is extensive, excision or 
amputation may be necessary. 

Ewing’s tumor offers little hope of life. 

Rosert C. LOoNERGAN, M.D 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Bunnell, S.: Physiological Reconstruction of a 
Thumb After Total Loss. Surg., Gynec. & Obsi., 
1931, lii, 245. 

In the function of the hand, motion and sensation 
are of equal importance. This is true especially in 
the thumb. 

If a thumb is reconstructed by transplanting to 
the hand a digit from the other hand or a foot or a 
skin graft with a tubular pedicle taken from the 
abdomen and stiffened by a bone graft, trophic atro 
phy will follow because of the annular scar. In some 
cases the reconstructed thumb will acquire a slight 
degree of sensation, but it will not be sufficient for 
stereognosis. A finger with the volar nerves cut is 
permanently anesthetic. Unless the natural nerve 
supply is grafted with a digit or the two volar nerves 
of the new digit are sutured to those at the base of 
the lost digit, the proper degree of sensation and 
trophic influence will not be acquired. When the 
reconstructed digit is made from abdominal skin it 
will lack the specialized touch corpuscles which are 
present in the finger and can never acquire stereog 
nosis greater than that present in the abdominal 
skin. 

In the reconstruction of the thumb other requi- 
sites to be sought besides stereognosis are strengt), 
durability, movability, and the functionating posi 
tion of opposition. 

The author reports a case in which the normal 
nerve and vascular supply were preserved and all of 
the muscles and tendons of the old thumb were at 
tached in their former arrangement to the new thumb. 
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The patient was a man forty-nine years of age whose 
thumb had been amputated through the carpometa- 
carpal joint and whose index finger had been ampu- 
tated through its proximal phalanx by a circular saw. 
At operation, the metacarpal and remaining base of 
the phalanx of the index finger were disarticulated 
and transplanted to the position of the thumb and 
the flexor and extensor muscles of both the index 
finger and the thumb were transplanted through drill 
holes to their respective positions. 

In the transplantation, the volar digital nerve to 
the second interdigital cleft was slit longitudinally up 
to the base of the palm so that sensation would be 
preserved on both the radial side of the long finger 
and the ulnar side of the index finger. The fork of 
the volar artery to this cleft was cut and ligated on 
the long finger side to give a richer blood supply to 
the new thumb. All of the small thenar muscles were 
dissected out and attached to the metacarpal of the 
new thumb. 

As a result of this procedure, a very strong and 
movable thumb with natural sensation and vascu- 
larity was obtained and the patient was able to re- 
sume his trade of carpentry. 

The author reviews briefly the methods that have 
been used by others for reconstruction of the thumb, 
including those of Huguier, Perthes, Verrall, Dunlop, 
Lauenstein, Klapp, Lyle, Nocoladoni, and Albee. 

Ropert V. Funston, M.D. 


Mezzari, A.: The Surgical Treatment of Tuber- 
culosis of the Knee (Il trattamento chirurgico 
della tuberculosi del ginocchio). Arch. ital. di 
chir., 1930, xxvii, 872. 

The author criticizes some of the current methods 
of surgical treatment of tuberculosis of the knee, 
including the Menciére, Vignard, and Robertson- 
Lavalle procedures. He says that in more than 50 
per cent of the cases operated upon by the Robert- 
son-Lavalle method the result is an absolute failure. 
He regards the Dupuy de Frenelle method of lat- 
eral grafting as superior to the Robertson-Lavalle 
operation as it provides for recalcification of the 
lesions, restoration of osteogenesis, and immobiliza- 
tion. As compared with the strictly conservative 
methods of rest and heliotherapy, the methods of 
bone grafting have the advantage of shortening the 
time required for treatment. The author has tried 
sympathectomy in five cases without success. 

From his review of the different methods of treat- 
ment, Mezzari concludes that, in synovitis, the 
treatment should remain conservative. In osteitis, if 
the diagnosis is made in time, exeresis by Sorrel’s 
method may prevent extension of the condition to 
the joint. In osteo-arthritis of the knee the treat- 
ment depends on the age of the patient. In child- 
hood, when protracted treatment is possible, it 
should be strictly conservative—heliotherapy at 
the seashore or in the mountains combined with 
orthopedic treatment. In the cases of adolescents 
whose skeletal development is complete or almost 
complete and who are busy at work or in school, it 


is desirable to shorten the treatment and the more 
conservative surgical methods may be used. How- 
ever, the author has not found the results of these 
methods entirely satisfactory and does not regard 
these procedures as the methods of choice. In the 
cases of adults, surgical treatment should be the 
rule and resection is the method of choice except in 
beginning cases, in which heliotherapy may be 
used. Amputation may be necessary if the local and 
general condition is very poor or the patient is old. 
AupreY G. Morcan, M.D. 


Kuslik, M.: Operative Treatment of Flat-Foot 
(Operative Behandlung der Plattfuessigkeit). Ortop. 
i Travmat., 1930, iv, 44. 

Wreden’s school holds operation to be indicated 
in flat-foot when severe pain persists in spite of 
conservative measures. The extent of the ana- 
tomical changes is not the important factor in the 
decision. Correction of the malformation is neces- 
sary only when the subjective symptoms are due 
primarily to exposure of the medial plantar nerve to 
continual pulling by the sinking of the longitudinal 
arch and the valgus position of the heel. As is well 
known, severe pain may occur without visible 
anatomical changes. On the other hand, secondary 
arthritic changes may be responsible for the pain 
and such changes would be only made worse by 
forcible intervention. Because of the lack of a 
generally recognized classification of flat-foot accord- 
ing to the degree of the deformity and the functional 
character of the trouble, it is difficult to give definite 
advice with regard to the advisability and method 
of operation. 

In Wreden’s clinic, the cases are divided into 
three classes. In the first class are placed cases 
without bony changes. In these, the foot is over- 
corrected manually, immobilized in plaster of 
Paris for from two to three weeks, and then given 
the usual after-treatment. If the pain persists, the 
medial! plantar nerve is blocked with alcohol or a 
neurotomy with subsequent suture is done. 

In the second class are placed cases with moderate 
abduction of the anterior portion of the foot and 
slight skeletal changes, in which manual correction 
still seems to offer good prospects. In addition to 
such correction, the tendon of Achilles is lengthened 
subcutaneously by Baeyer’s method, the tibialis 
anticus muscle is shortened, and the tendon of the 
peroneus longus is transplanted under the osteo- 
periosteal bridge of the scaphoid. If Morton’s foot 
symptoms due to flattening of the transverse arch 
are present, the tendon of the external hallucis 
longus is displaced to the third metatarsal. The 
patient is first allowed out of bed two weeks after 
the operation. For a month thereafter he wears a 
plaster boot. At the end of that time, the usual 
after-treatment with inlays, massage, and exercises 
is begun. 

In cases of the third class, those with marked 
deformity, no procedure other than open operation 
is attempted. The author recommends particularly 
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the removal of narrow wedges, with a medial base 
and spherical surface, from the anterior segment of 
the talus and calcaneus, by means of chiseling 
through ‘“‘in sickle shape.” During the correction, 
the convex surfaces slide over the concave surfaces 
and make possible a correct position without much 
sacrifice of bone. Afterward, the tendon of Achilles 
is lengthened, the tibialis tendon is shortened, and, 
if necessary, the tendon of the peroneus longus is 
displaced to the medial border of the foot. 

Twenty-nine patients have been operated on in 
accordance with these principles. Four males and 
six females belonged in the first class; seven males 
and three females in the second; and eight males 
and one female in the third. Except in the cases of 
three men, all of the interventions were bilateral. 
The patients were re-examined up to as long as 
seven years after the operation. Many of them 
showed perfect permanent results in spite of hard 
work. There were only two failures, and both of 
these were due to technical errors. Three patients 
still had pain because of arthritic changes. 

E. OsTEN-SACKEN (Z). 


FRACTURES AND DISLOCATIONS 


Weinberg, E. D.: Pathological Fracture. Radiology, 
1931, Xvi, 282. 

Of 1,700 cases of bone tumors of all types, benign 
and malignant, pathological fracture was found in 
160. Pathological fracture occurs most frequently 
in cases of tumors characterized by marked bone 
destruction. Sixty-two per cent of the fractures 


reviewed occurred in cases of multiple myeloma; 45 


per cent, in cases of bone cysts; and 33 per cent, in 
cases of metastatic carcinoma. They were much 
more frequent in cases of metastases from carcinoma 
of the breast than in those of metastases from car- 
cinoma of the prostate. Of 55 cases of bone cysts, 
fracture was the symptom of onset in 38. Of the 15 
cases of giant-cell tumor, on the other hand, it was 
preceded by pain, swelling, stiffness, and trauma in 
all but 1. In none of the cases of primary or meta- 
static sarcoma was fracture the first symptom. 

Pathological fracture occurs most frequently in 
the femur and next most frequently in the humerus. 
When it is the symptom of onset in a case of central 
lesion of the shaft of a long bone in a young person 
it suggests bone cyst; when it occurs in the rib of an 
adult, it suggests multiple myeloma; and when it 
occurs in a long bone showing a cartilaginous lesion 
with bone destruction it suggests chondrosarcoma. 

Ossification or healing of pathological fractures 
varies greatly. In cases of bone cysts, healing al- 
ways occurs, and if the fracture is sufficiently exten- 
sive it may ossify and cure the cyst under treat- 
ment by immobilization. In cases of giant-cell 
tumor, healing seldom occurs, but splinting and 
X-ray treatment should be tried. Curettement and 
cauterization or excision may be necessary. 

In the cases reviewed, no malignant lesion was 
found in the bones of the hands or, with the excep- 


tion of the os calcis, in those of the feet. The ma- 
jority of pathological fractures in the hands and 
feet are due to chondromata or bone cysts, and 
few are due to giant-cell tumors. Therefore such 
fractures may be treated first by immobilization, 
If union does not occur under this treatment, cu- 
rettement and cauterization with zinc chloride are 
indicated. In cases of sarcoma and metastatic 
carcinoma, pathological fracture is an indication for 
resection or amputation since bony union cannot be 
expected. CuHeEsTER C. Guy, M.D. 


Lovisatti, N.: The Behavior of the Callus of Frac- 
ture in Irradiated Bones (Il comportamento de! 
callo di frattura nelle ossa irradiate). Radiol. sivd., 
1931, XViil, I. 

The osseous tissue has generally been consi ered 
moderately sensitive, and that of adults only slightly 
sensitive, to radium irradiation. 

The author irradiated the right forelegs of nine 
rabbits. Thirty days later in the cases of three 
of the animals, and sixty days later in the cases 
of the six others, he broke the right and ieft radius, 
leaving the ulna intact to preserve function. In 
both groups of animals the formation of callus 
occurred within from twenty to twenty-five davs in 
the control radius, but required from ten to forty 
days longer in the irradiated radius. Moreover, the 
amount of callus formed was less in the irradiated 
radius. However, no marked differences were noted 
in the process of repair in the animals irradiated 
thirty and sixty days respectively before the frac- 
ture. The reaction seemed less strong in the adult 
animals than in the young animals. 

The findings in these experiments are attributed 
by the author to latency of the action of the irradia- 
tion. The literature reports a considerable number 
of cases in which lesions from irradiation were not 
manifested until months or years after the treat 
ment, the regions of irradiated skin, which were 
apparently normal for that length of time, then be- 
coming the site of extensive ulceration under the 
influence of traumatic factors such as ultraviolet 
irradiation. 

By some, these tardy lesions are believed to be 
due to vascular changes. Whether this theory is 
correct or not, it is certain that the osseous cells, 
surrounded by calcium, are subjected to secondary 
irradiation from the calcium in addition to the 
primary irradiation. It is difficult to decide whether 
the delay in the consolidation is due to a change in 
the cells governing callus formation or to vascular 
lesions. Both factors probably co-operate, but in the 
author’s opinion the former is the more important. 

WILLIAM W. WHITELOCK, P1i.!). 


Oltramare, J. H.: The General Mechanism of 
Injuries of the Wrist Joint (Mécanisme géicral 
des traumatismes du poignet). Schweiz. vcd. 
Wchnschr., 1930, ii, 1060. 


The mechanism of injuries to the wrist joint is 
exceedingly complex as even traumata which cause 
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no distortion, dislocation, fracture, or vascular or 
nerve injury are always followed by certain dis- 
turbances (Kienboeck’s disease, etc.). After from 
two to three weeks a disturbance in the movement 
of the joint is noted, the bones become sensitive to 
pressure, and with a gradual increase in the symp- 
toms the patient ultimately becomes unable to 
use his hand. In the beginning the roentgenogram 
shows a normal bone structure, but later it dis- 
closes rarefaction and atrophy far beyond the 
original site of the trauma. Histological examina- 
tion of the bones shows first a rarefaction with 
marked vascularization and later atrophy of the 
bone trabeculae with widened meshes of spongiosa 
and fat marrow. After a single or repeated trauma 
of the metacarpus a local as well as a general os- 
teoporosis with secondary malacia and terminal 
sclerosis, usually in the semilunar and scaphoid 
bones, may develop. The changes are due to a dis- 
turbance in the vascularization of the bone injured 
by the trauma. This is initiated by a short phase of 
vasoconstriction (anemia) which quickly follows 
protracted vasodilatation. The rarefaction begins 
with the onset of the hyperemia in the bone. The 
result is an osteoporosis which becomes manifest 
after from three to four weeks. 

In the occurrence of fractures of the bones of the 
wrist, the position of the hand at the moment of the 
accident is decisive. If the hand is extended, the 
articular surface of the radius is touched only by 
the scaphoid and semilunar bones. If the hand is in 
volar flexion, the proximal row of carpal bones move 
in a dorsal direction as does also the head of the os 
magnum, whereas the base of the latter and the 
distal row of carpal bones is displaced in a volar 
direction. At the same time the scaphoid bone 
turns upon its own axis, with one pole in a dorsal 
direction to the semilunar bone and the other in a 
volar direction to the base of the os magnum. If 
the hand is in dorsal flexion, the chief point of pres- 
sure is at the lower pole of the scaphoid bone. The 
upper pole of the bone moves dorsally and the 
semilunar bone moves in a volar direction. If the 
hand is in adduction the entire wrist joint is dis- 
placed around a dorsovolar axis passing through the 
head of the os magnum. The scaphoid bone glides 
under the styloid process of the radius and the 
semilunar bone slips posteriorly under the radius. 
In abduction of the hand, the scaphoid bone is dis- 
placed entirely under the radius and the semilunar 
bone under the inner border of the radius. There- 
fore, according to the position of the hand at the 
moment of the accident, the possibilities as regards 
fracture are as follows: 

1. In a fall on the extended hand (very rare), 
the force is transmitted from the metacarpal bones 
to the os magnum. If the carpometacarpal joint 
remains intact, the semilunar bone is crushed upon 
the articular surface of the radius or the latter is 
fractured. If the carpometacarpal joint is ruptured, 
the os magnum slides dorsally, the forearm presses 
the proximal row of metacarpal bones forward, and 


an intercarpal dislocation with dislocation or, more 
often, fracture of the scaphoid bone results. 

2. Ina fall on the hand in volar flexion the carpus 
is forced against the anterior border of the radius. 
If the latter gives way, a fracture of the anterior 
border of the radius or separation of the epiphysis 
results. If the anterior border of the radius holds, a 
fracture of the scaphoid bone in the center or a 
fracture of the head or base of the os magnum with 
subluxation of one or several metacarpal bones re- 
sults, or, exceptionally, the wrist joint ruptures, 
whereby the semilunar bone is displaced in a volar 
direction and the scaphoid bone is displaced dorsally. 

3. In a fall on the dorsiflexed hand the results 
differ according to the degree of the dorsiflexion and 
the adduction or abduction of the hand. With dorsi- 
flexion up to 45 degrees, a posterior marginal fracture 
of the radius or a fracture of the epiphysis results. 
With dorsiflexion up to 90 degrees, the radius re- 
mains unharmed and there results either a fracture 
of the scaphoid bone or a dislocation of the carpus 
(the semilunar bone being displaced in a volar direc- 
tion and the os magnum in the dorsal direction). If 
the hand remains in the middle position, the sca- 
phoid and semilunar bones come into contact with 
the radius and a Y- or V-shaped fracture of the 
radius results, possibly with a fracture of the semi 
lunar and scaphoid bones. In radial adduction of 
the hand the scaphoid is the only carpal bone com- 
ing into contact with the radius and receives the 
entire force. A fall with the hand in this position 
may therefore result in a fracture of the scaphoid 
bone or of the styloid process of the radius or an 
oblique fracture through the epiphysis, possibly 
with avulsion of the styloid process of the ulna and, 
under certain conditions, a fissure in the cuneiform 
bone. In ulnar abduction of the hand the semi- 
lunar bone is in contact almost exclusively with the 
radius. A fall with the hand in this position may 
therefore result in a fracture of the inner border of 
the radius or a dislocation of the semilunar bone in a 
volar direction and of the os magnum in a dorsal 
direction. When the motors of automobiles were 
cranked, fractures of the lower border of the radius 
occurring in free extension of the hand were fre- 
quent. Traumatic dislocation of the semilunar bone 
is due usually to a fall on the hyperextended hand 
resulting in laceration of the bone or of the ligamen- 
tous apparatus. If the ligaments remain intact, the 
scaphoid bone is fractured, but if the ligaments 
rupture, slight pressure of the os magnum upon the 
semilunar bone will be sufficient to dislocate the 
latter in a volar direction. TOBLER (Z). 


Magnant, J. S.: Fractures of the Odontoid Process 
of the Axis (Les fractures de l’apophyse odontoide 
de l’axis). Rev. de chir., Par., 1931, |, 13. 

Magnant reports two cases of fractures of the 
odontoid process of the axis and shows the relations 
of the bone to the soft parts by drawings. Fractures 
of this type are due to the form and anatomical 
position of the bone which forms a bridge between 
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the axis and atlas. They seem to be caused by two 
different mechanisms: a sudden change in the curve 
of the spinal column and avulsion by the ligament. 
In some cases the diagnosis is extremely difficult and 
can be made only by roentgen examination. 

Even when the symptoms are very slight there 
may be serious early or late complications if the 
proper treatment is not given. Sudden dislocation 
of the atlas may cause death from compression of 
the medulla and such an accident may be of great 
medicolegal importance. In all cases in which there 
is any possibility of an injury of this type the 
patient should be kept under observation. 

The only treatment is long-continued immobiliza- 
tion. A plaster collar may be replaced later by a 
collar of celluloid or re-inforced leather. If, in spite 
of these precautions, a series of roentgenograms 
shows intense decalcification or progressive sub- 
luxation of the atlas or if the patient complains of 
stiffness or persistent pain, a graft is indicated. 

AvuprEY G. Morcan, M.D. 


ORTHOPEDICS IN GENERAL 


Huggins, C. B.: The Formation of Bone under the 
Influence of Epithelium of the Urinary Tract, 
Arch. Surg., 1931, Xxii, 377. 

In experiments carried out on dogs, the author 
demonstrated the formation of bone as a result of 
the direct influence of certain epithelial cells on con- 
nective tissue. Bone formed in fascia transplanted 
to the bladder from which the urine was diverted, 
and around epithelium from the bladder, ureter, and 
renal pelvis which was transplanted to certain 
parietal fascie and to muscle and synovial mem- 
brane. 

The essential factor in this osteogenesis was the 
newly formed epithelium of the transplant. Another 
factor was probably the secretion of fluid containing 
a large amount of calcium and phosphorus into 
epithelium-lined cysts of the mucosa of the bladder 
in the rectus sheath of the dog. 

ELVEN J. BERKHEISER, M1. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Kilbourne, N. J.: Varicose Veins: Indications and 
Contra-Indications to Injections. Ann. Surg., 
1931, Xcili, 6g. 

The author states that major complications fol- 
lowing the injection treatment of varicose veins are 
occurring with such frequency that a warning is 
imperative. Thrombo-angiitis, which is often asso- 
ciated with varicose veins, is a contra-indication 
to the injection treatment. Preliminary examina- 
tion must therefore determine whether the dorsalis 
pedis and posterior tibial arteries are pulsating. 

A large group of persons with varicose veins are 
elderly. The injection treatment may be used in the 
cases of vigorous elderly persons in good health, but 
when some other serious handicap is added to 
senility, this treatment is associated with danger. 
Simple debility in old age may constitute a contra- 
indication. Other factors contra-indicating the in- 
jection treatment when associated with old age are 
diabetes, a very high blood pressure, a history of 
embolism or thrombosis in the coronary or cerebral 
arteries, and severe focal infection. The injection 
treatment is contra-indicated also by a past history 
of phlebitis if there is danger that the injection will 
stir up the old phlebitis. SAMUEL Kaun, M.D. 


Delater, G., and Chailly, M.: Old Phlebitis and the 
Fibrosis Cure of Varices (Phlébite ancienne et 
fibrose curative des varices). Presse méd., Par., 
1931, XXXIX, 95. 

The authors review 131 cases of old varicose phle- 
bitis. They divide the cases into 2 groups—s2 of 
superficial phlebitis and 79 of deep phlebitis. 

The patients with superficial phlebitis were given 
sclerosing treatment with excellent results. In 28 
cases the cause of the condition was unknown. In 
6 cases it was typhoid fever; in 5, a respiratory infec- 
tion; in 3, appendicitis; in 3, pregnancy; in 2, urinary 
infection; in 2, trauma; in 2, an infected wound; and 
in 1, a gynecological operation. 

In 57 of the 79 cases of deep phlebitis the condition 
followed labor; in 12, a gynecological operation; in 
2,an appendectomy; in 2, typhoid fever; in 1, pneu- 
monia with purulent pleurisy; and in 1, the repair of 
a strangulated hernia. In 4 the cause was unknown. 
Che sclerosing treatment gave an excellent result 
also in the 44 cases of this group in which it was used. 

Certain indications and tests of vessel patency are 
of interest. In no instance was the treatment given 
until there had been freedom from all symptoms of 
infection for two years and there was positive evi- 
dence of patency of the deep venous channels. 
When the patency of the deep veins was doubtful 
the test of Delbet and Mocquot—occlusion of the 


superficial venous return by the application of a 
ligature at the top of the thigh—was employed. If 
the deep venous channels were patent the varices 
disappeared during exercise. In cases with oedema 
so marked that there was difficulty in palpating the 
varices, a boot made of bandage impregnated with 
Unna’s paste was applied snugly from the base of 
the toes to the upper part of the leg and left on for 
from six to ten days. James B. Mason, M.D. 


Huard, P., and Montagne, M.: Ligation of the 
Superior Gluteal Artery in the Cadaver and in 
the Living (La ligature de l’artére fessiére sur le 
cadavre et sur le vivant). J. de chir., 1931, XXxviii, 27. 

The authors review 55 cases from the literature 
and report 3 cases of their own in which ligation of 
the superior gluteal artery was required. They de- 
scribe the incisions used by others for exposure of 
the superior gluteal artery in the cadaver and in 
the living. 

With regard to the frequency of hemorrhage from 
the gluteal vessels, the authors state that the head 
of a medical division of the French army saw no 
severe lesions of these vessels during eleven months 
of active war service. However, the literature re- 
ports about roo cases of traumatic aneurism of the 
gluteal artery. Causes of bleeding from the superior 
gluteal artery are stab wounds, surgical accidents, 
incisions into abscesses, débridement of fistulie, the 
extraction of bullets, surgery of tumors of the pelvic 
bones, septic ulceration, and bullet wounds. 

The clinical picture shows 2 stages. During the 
first few hours after the injury the bleeding is con 
trolled by the gluteal muscles and there is no indi 
cation of hemorrhage. In the second stage there is 
a rise in the temperature with malaise, vasomotor 
disturbances, a feeling of weight in the gluteal 
region, and bleeding from the wound. The blood 
may be bright and profuse or black and scant. In 
several of the cases reviewed the haemorrhage 
followed a fit of coughing or defecation many days 
after the injury. 

The mortality has been reported as high as 4o per 
cent, but is difficult to determine because of the 
variable factors of neglect and infection. By some, 
no distinction is made between lesions to branches 
of the artery and lesions of the main trunk. The 
authors believe that death results in practically all 
cases in which the bleeding is neglected. The cause 
of death is often a complication of the hemorrhage. 
Two of the authors’ patients who were not seen until 
forty-eight hours after the injury died from sepsis. 

The technique of ligation of the superior gluteal 
artery is described. The skin incision is made on a 
line joining the midpoint between the 2 posterior 
spines of the ilium and the greater trochanter to a 
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point a little more than two-thirds of the way to the 
trochanter and then curved posteriorly slightly over 
the sacrum. The adjacent fibers of the gluteus 
maximus are split and retracted and, beginning 
laterally, the upper border of the piriformis muscle 
is separated. The sciatic nerve is recognized by 
touch. Care is taken to avoid a descending branch 
of the superficial ramus of the superior gluteal 
artery to the gluteus maximus. As the sacrum is 
approached it must be borne in mind that the piri- 
formis has a tendon of origin common to other 
muscles, beyond which it will not separate. This 
tendon is separated to a variable degree from the 
ilium. Sponging is then done to determine whether 
the source of the bleeding is a branch or the trunk 
of the artery. 

If the source is a branch, the attempt is made to 
ligate the branch at its origin. The piriformis is 
separated from the posterior aspect of the greater 
sciatic foramen, the bundle of veins in front of the 
artery and its branches being thus exposed. The 
artery is isolated from these veins or, if necessary, 
the veins are ligate with it. If the exposure is still 
insufficient, some of the adjacent ilium is resected 
or the gluteus medius is divided somewhat above the 
foramen and separated from the ilium down to the 
foramen. 

If the source of the bleeding is the trunk of the 
artery, hemostasis is more difficult as the lesion is 
often within the pelvis. With the left index finger 
the vessel may be pressed against the internal aspect 
of the ilium until the field is clear. Clamps are 
then placed blindly through the foramen, the jaws 
being kept in close contact with the inner surface of 
the ilium to avoid injury to the sacral plexus. If it is 
desired to place the forceps on the vessel under 
direct vision, a block of the ilium is resected. For 
more complete exposure of the intrapelvic struc- 
tures, the sacrosciatic ligament is divided or a piece 
of the sacrum is resected. When the bleeding can- 
not be controlled with forceps, packing is done. 

Of the authors’ three cases the first was a cold 
abscess with a fistula into the right sacro-iliac joint. 
There were no pulmonary lesions. During curettage 
of the fistula the wound became flooded with blood. 
Digital pressure and sponging showed that a branch 
of the superior gluteal artery was the source of the 
hemorrhage. The branch was successfully ligated, 
but the bleeding did not stop entirely until another 
profusely bleeding branch was found and ligated. 

The authors’ second and third cases were those of 
soldiers wounded in the Moroccan service who were 
not seen until forty-eight hours after the injury, 
when severe infection had developed. In one case 
the bleeding began during débridement of a bullet 
wound, and in the other during the removal of bone 
fragments from a fractured ilium. In one case the 
artery was reached behind the venous plexus by 
turning down a flap of the gluteus medius. In the 
other, it was impossible to clamp the vessel without 
clamping the sciatic nerve, but the hemorrhage 
was controlled by packing. Curtis NELson, M.D. 


BLOOD; TRANSFUSION 


Wildegans: Deaths Following Blood Transfusion 
(Todesfaelle nach Bluttransfusionen). Zentralbl. f. 
Chir., 1930, p. 2805. : 

In discussing the causes of death following blood 
transfusion, which have become more frequent of 
late, the author states that the value of the prelimi- 
nary tests is not absolute. In every 1,000 blood 
transfusions there are 1 or 2 fatalities. The causes 
include avoidable errors and sources of danger that 
cannot be anticipated. The source of error in blood 
grouping may be in the technique of the test or in 
the sera used. Error may arise from reliance on ihe 
stability of the test serum. Incorrect positive read- 
ings may occur as a result of pseudo-agglutination, 
and incorrect negative readings in the presence o/ a 
very weak iso-agglutinin or insufficiently sensitive 
erythrocytes. Variations from the accepted scheme 
of grouping occur. In defective types of blood cer- 
tain normal characteristics of the blood are lacking 
or there are agglutinins which do not exactly fit into 
the accepted scheme. The erythrocytes of the donor 
must not agglutinate with the recipient’s serum and 
the recipient’s erythrocytes must not be agglutinated 
by the donor’s serum. 

When the blood transfused is that of a universal 
donor there is special danger to patients whose 
blood-forming organs have suffered injury (aplastic 
form of pernicious anemia, hemolytic icterus) and 
to very much weakened and cachectic persons. If 
the blood of the donor is not sufficiently diluted by 
the blood of the recipient, a catastrophe may result. 
Marked reduction of the blood volume may be rec- 
ognized by the decline in the hemoglobin percentage 
when a measured quantity of salt solution is infused. 

Exact determinations of the blood volume may be 
made on the basis of the oxygen and water content 
of the blood. If the blood volume of the patient is 
much reduced, the agglutination titer of the donor’s 
blood must be carefully determined. It is best to 
reject the universal donor and employ a donor be- 
longing to the same group as the recipient. How- 
ever, even this does not always prevent accidents. 
Accidents occurring under such circumstances may 
be attributed to auto-agglutination (e.g., in icterus, 
pneumonia, anemia, cachexia, and lues) and to pan- 
agglutination in bacteremias. An acute hemolytic 
crisis may occur immediately after the transfusion, a 
fatal delayed reaction from one to four hours later, or 
a constitutional reaction due to the foreign protcin. 

Accordingly, it is justifiable to doubt whether our 
confidence in the practical value of the theory of 
agglutination can continue. Direct study of the 
bloods always has special advantages over the de- 
termination of blood groups. The chief causes o! 
death are the effects produced in the kidneys, liver 
heart, and blood vessels by the breaking down and 
disposal of the foreign substances (the donor's 
blood). Death frequently occurs with symptoms of 
uremia produced by hemoglobin infarcts and ob- 
struction of the tubules of the kidney by hwmo- 
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globin casts. In the presence of anuria or oliguria, 
decapsulation of the kidney is advisable. Hamor- 
rhages in the serosa and mucosa, bloody serous ef- 
fusions into the pleural cavities, and punctiform 
hemorrhages seen in cross-sections of the brain 
at autopsy indicate toxic factors, especially when 
necrotic foci are present in the parenchyma of the 
liver. A fatal reaction is more frequent in the pres- 
ence of blood disease and sepsis than in cases of 
acute exsanguination. The mortality is higher when 
the citrate method of transfusion is used than when 
the transfusion is done directly. In cases of valvular 
or muscular insufficiency of the heart a large quan- 
tity of blood too rapidly infused may induce sudden 
paralysis of the cardiac musculature. It is doubtful 
whether agglutination always precedes hemolysis. 
There is much to suggest that hemolysis may occur 
independently. Therefore the determination of the 
blood group, based solely on the phenomenon of 
agglutination, is not a sufficient safeguard and must 
be supplemented by a test for hemolysis. 

In the discussion, LANboIs reported a fatality fol- 
lowing blood transfusion done for the relief of severe 
anxmia caused by a large myoma. The blood was 
obtained from a universal donor (Group 4). The 
patient’s blood belonged to Group 2. The amount 
of blood transfused was 350 c.cm. On the day of the 
transfusion the patient had a chill and developed a 
fever of 102.2 degrees F. The next day there was 
hemoglobinuria (oliguria of from 70 to 80 gm.). On 
the advice of the internist, decapsulation was not 
done. Coma resulted, and death occurred seven 
days after the transfusion. Today, in such a case, 
Landois would do an immediate decapsulation, at 
least on one side. Ertcu Hempet (Z). 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Albot, G., Decourt, P., and Soulas, A.: The Cir- 
cumscribed Pulmonary Form of Malignant 
Lymphogranulomatosis. A Study of the 
Permeability of the Bronchi (Forme pulmonaire 
circonscrite de la lympho-granulomatose maligne. 
Etude de la perméabilité bronchique). Bull. et mém. 
Soc. méd. d. hop. de Par., 1931, xlvii, 77. 


The authors call attention to the facts that 
Hodgkin’s disease may be manifested by a circum- 


scribed rounded intrapulmonary mass, and that, at 
least in the early stages, there may be no discernible 
adenopathy. The circumscribed pulmonary form is 
rare and is apt to be confused with primary lung 
tumor. Only the absence of bronchial stenosis makes 
it possible to rule out early carcinoma of the lung. 
W. P. VAN WAGENEN, M.D. 


Levin, I.: Lymphoma Malignum (Hodgkin’s Dis- 
ease) and Lymphosarcoma: Pathogenesis, 
Radiotherapy, and Prognosis. J. Am. M. Ass., 
1931, XCVl, 421. 

From a clinical and pathological study of more 
than 500 cases of lymphoma malignum (Hodgkin’s 
disease) and lymphosarcoma, Levin concludes that 
these conditions are malignant tumors. He believes 
that they represent different phases of a pathological 
entity which begins as a purely local condition in a 
lymph node and that the two may exist in the same 
patient or even in the same region simultaneously. 
Inflammatory lymphadenitis may be a precursor of 
both. Even in the earliest localized stages of the 
disease, all of the other groups of lymph nodes and 
all of the lymphoid tissue must generally be con- 
sidered pctentially malignant since in all cases the 
condition ultimately becomes generalized. 

Radiotherapy has been found very beneficial. 
The lymphoid tumors of lymphoma malignum and 
lymphosarcoma represent the most radiosensitive 
of any tissue in plants and animals. When the 
treatment is begun in the early stages of the disease, 
life may be prolonged for many years. Even in far 
advanced stages excellent temporary palliative re- 
sults are frequently obtained. Levin prefers radium 
for the localized involvement of peripheral groups 
of lymph nodes and roentgen therapy for the general- 
ized condition of the chest and abdomen. Not only 
the involved area but also the areas that are poten- 
tially malignant should be treated. 

In conclusion the author says that if cases of 
lymphoma malignum and lymphosarcoma were diag- 
nosed early and treated by correct methods of radio- 
therapy the results obtained by radium and roentgen 
therapy would become superior to those obtained 
today, the prognosis would be greatly improved, and 
life would be considerably prolonged. 

ELIZABETH CRANSTON. 





SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Koenig, W.: The Appearance of ‘‘Early Poisons’’ 
(H. Freund) in Surgical Operations (Ueber das 
Auftreten von “Fruehgiften’” (H. Freund) bei 
chirurgischen Operationen). Klin. Wchnschr., 1930, 
ii, 2060. 

A filtrate made from ground-up freshly excised 
muscle and immediately injected into an animal in 
very small quantities produces severe lowering of 
the blood pressure, and in slightly larger quantities 
is fatal. If this muscle extract is allowed to stand in 
the test tube for from thirty to sixty minutes, its 
effect disappears. It is therefore apparent that 
during the disintegration of muscle tissue, transient 
toxins are formed which are comparable to the early 
poisons found by Freund in defibrinated blood. 
They must be formed in every operation in which 
tissues are killed, especially by ligatures, and in every 
trauma which is associated with tissue destruction. 
These early poisons are therefore the cause of the fall 
in the blood pressure which, after operations, appears 
slowly and persists for a period of time correspond- 
ing to the slow death of cells, and, after severe 
crushings, is sudden and fatal (wound shock). 

According to Zipf and Wagenfeldt, the pharma- 
cological action of the early poisons consists in a 
disturbance of the greater and lesser circulations 
which leads to stasis in the lungs and extremities. 
The author expresses the view that the early toxins 
in this way favor the development of postoperative 
pneumonia and thrombosis. This theory is con- 
firmed ‘by the studies of von Szily and of Dietrich 
and Schroeder on the action of early poisons and 
protein bodies on the vessel walls, and also by 
Ipson’s finding that the temperature of the sole of 
the foot is increased after operations. This elevation 
of the temperature of the sole of the foot indicates 
the importance of the plantar venous plexus, in 
which, according to Payr, the first signs of throm- 
bosis are often to be noted. W. Koenic (Z). 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Bates, W.: Electrocauterization in the Treatment 
of Human Bites. Ann. Surg., 1931, xciii, 641. 


Bates reports the results obtained in over 100 
cases of human bite infection treated by electro- 
cauterization. In wounds caused by a human bite 
the tissue is crushed and implanted with the many 
virulent organisms found in the mouth. There does 
not appear to be any uniform type of infection 
present, and none of the cultures made by the author 
revealed the bacillus fusiformis and its symbiotic 


spirochete. The wounds quickly show a foul- 
smelling infection, a green sloughing edge, and ex- 
tension of the infection into soft tissue, bones, and 
joints. 

The treatment of these wounds has been un- 
satisfactory, frequently entailing long hospitaliza- 
tion and numerous incisions and _ occasionally 
necessitating amputation. Bates recommends elec- 
trocauterization under gas anesthesia immediately 
after the injury is received. Penetrating wounds are 
completely excised; avulsed wounds and amputa- 
tions are cauterized over the whole raw surface. ‘Ihe 
débridement is thorough, even to the point of 
sacrificing a tendon. Following cauterization, a mild 
antiseptic dressing is applied. Even on the third or 
fourth days, electrocauterization may be used 
successfully. 

In the more than roo cases reviewed, extension of 
the infection occurred but once. The patients did 
not require hospitalization, the wounds were healed 
after from fourteen to twenty days, and much less 
scar was left than after excision. 

Mica#aet L. Mason, M.D. 


ANZSTHESIA 


Bond, W. R., and Bloom, N.: Studies on the Toxic- 
ity of Alpha-Butyloxy-Cinchoninic Acid Di- 
ethyl-Ethylene-Diamide Hydrochloride (Nu- 
percaine). J. Lab. & Clin. Med., 1931, xvi, 447. 

Considerable interest has been evinced in a new 
local anesthetic, alpha-butyloxy-cinchoninic acid 
diethyl-ethylene-diamide hydrochloride, which is 
known in Europe as “‘percain” and in America as 
“nupercain.” When nupercain is injected sub- 
cutaneously the minimal fatal dose for guinea pigs 
is approximately 20 mgm., and the minimal fatal 
dose for dogs 25 mgm., per kilogram of body weight. 
The intravenous fatal dose for dogs is between 2.5 
and 3 mgm. per kilogram. 

Experiments by the authors showed that nuper- 
cain is absorbed rapidly from the nasal and buccal 
mucosa, but very poorly from the bladder and 
vaginal canal. 

Contrary to investigations previously reported, 
the authors’ studies seemed to indicate that nu- 
percain is quite rapidly detoxicated in vivo. 

GeorceE A. CoLtett, M D. 


Friedlaender, B.: 
1931, xi, 485. 
The author first briefly reviews the chemical, 
physiological, histological, biological, and psycho- 
logical theories of sleep. He believes that the mech- 
anism of sleep and the action of pernocton are best 
explained by the psychological theory. 


Pernocton Sleep. Am. J. Svrg., 
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Sleep is an inhibition of consciousness resulting 
from the lowering of mental activity which occurs 
when incoming peripheral stimuli are absent. It is 
voluntarily induced by cutting off external stimuli, 
as by darkening the room and stopping muscular 
activity. It is therefore to a certain extent volitional. 
Consciousness is an active process of centering 
attention on a limited number of stimuli which 
results in a continuous association of impressions 
and ideas. Unconsciousness is the state existing 
when such a synthesis is absent. The suppression of 
the synthesis of ideas varies from mental concentra- 
tion through reverie, trance, the hypnotic state, and 
sleep to anesthetic narcosis and coma. 

Prior to the administration of pernocton, the 
patient is prepared by being told repeatedly of the 
safety and pleasant action of the drug. This prepara- 
tion produces a mental state favorable for the induc- 
tion of sleep and helps prevent psychic trauma. 
Pernocton prevents the synthesis of impressions and 
causes a state one step beyond natural sleep as the 
patient cannot be aroused by ordinary stimuli. 

The author recommends the use of pernocton for 
the induction of anwsthesia on the basis of the 
results in 1,200 cases. He believes that the desired 
goal of a safe, easily controlled anesthesia which, at 
the same time, preserves the psyche has been reached 
by combining pernocton with an inhalation anzs- 
thetic, preferably ether. The use of pernocton alone 
for anesthesia is dangerous as large doses cause 
respiratory failure and a fall in the blood pressure. 
The recommended dosage of 1 c. cm. of a 10 per 
cent solution per 12.5 kgm. of body weight is the 
safe limit, and usually only from one-half to three- 
quarters of this dosage is necessary. The drug is 
injected intravenously at a rate of not more than 


I c. cm. every one or two minutes, and the injection 
is stopped if the patient falls asleep before the full 
dose is given. Twenty minutes after the injection, a 
small amount of ether is given. No morphine is 
administered in the pre-operative preparation, but 
from 0.4 to 0.6 mgm. of atropine is given half an 
hour before the operation. The normal sleep after 
the operation lasts from two to five hours and 
reduces postoperative pain. The estimated safe 
dose should never: be exceeded, and the reflexes 
should not be abolished. 

With the use of pernocton, painful examinations, 
minor surgical operations, and many obstetrical 
procedures may be carried out without further 
anesthesia. In obstetrics, pernocton may be given 
to primipare when the os is dilated to three fingers, 
and to multipare when the os is dilated to two 
fingers. In protracted labor, a second dose not to 
exceed 2 c. cm. may be given. 

When the solution is properly administered there 
is no failure and no excitation. The patient leses all 
sensation in one or two minutes without preceding 
dizziness, anxiety, or fear. No change is noted in 
the patient except that he does not answer questions. 
Pernocton sleep is shortened by the administration 
of oxygen or carbon dioxide or the hypodermic 
injection of a caffeine preparation. The patient 
awakens naturally and without remembrance of the 
anesthetic. There is no nausea, vomiting, or exces- 
sive thirst. From 60 to 80 per cent of ether is saved. 
The use of a mouth gag is unnecessary. No patient 
has awakened by the exciting cough which occurs 
when the administration of ether is started. Post- 
operative accidents and complications such as 
collapse, pneumonia, lung abscess, ileus, and vomit- 
ing have not occurred. E. S. Pratt, M.D. 
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ROENTGENOLOGY 


Holfelder, H.: The Saturation Method of Pfahler 
and Kingery (Die Saettigungsmethode nach 
Pfahler und Kingery). Fortschr. d. Roentgenstrahlen., 
1930, xlii, 73. Strahlentherapie, 1930, xxxvii, 696. 

Holfelder gained the impression that the so-called 
“carcinoma dose”’ is not sufficient to damage carci- 
nomata permanently. Pfahler and Kingery intro- 
duced the saturation method. According to the 
curve presented by them, the skin may again be ex- 
posed to the indicated dose after a certain number 
of days. By the method of Regaud and Coutard, in 
which the treatment is begun with a dose smaller 
than the erythema dose divided over a number of 
days, considerably more than the Pfahler dose may 
be administered. In this way it is possible, in from 
ten to twenty days, to give from 3 to 5 times the car- 
cinoma dose and obtain a reaction of the skin corre- 
sponding to only a dose of from 110 to 120 per cent 
of the skin erythema dose. 

In carcinoma of the tongue and the mucous mem- 
brane of the mouth the author has seen better 
results obtained with a modification of the Regaud- 
Coutard method in which the intensity of the irradi- 
ation was reduced by decreasing the milliamperage 
and increasing the distance. For the administra- 


tion of 150 roentgen units, from sixty to seventy 


minutes were required. This dose was repeated daily 
for from ten to twelve days with great success. 

Carcinoma of the gastro-intestinal tract was 
treated every other day with one-third of the car- 
cinoma dose, the fields being changed so that they 
were exposed to only from 50 to 60 per cent of the 
skin unit dose and showed a weak erythema. 

In carcinoma of the stomach better results were 
obtained by methods of irradiation similar to Pfah- 
ler’s saturation method. 

Experiments with regard to erythema which were 
carried out according to Holfelder’s suggestions are 
summarized by Reisner as follows: 

Experiment 1. Single exposure of a field measur- 
ing 2 by 2 cm. to 1,000 roentgen units (100 per cent). 
Erythematous dermatitis on the twenty-eighth day 
and vesicles on the forty-fifth day. With this test 
field the erythemata obtained in subsequent experi- 
ments, measured with the Schalla-Alius erythema 
measure, were compared. 

Experiment 2. The same as Experiment 1 except 
for saturation with 150 roentgen units on the fourth 
and eighth days. In the beginning the curve was the 
same, but on the forty-fourth day the inflammation 
was somewhat more marked. 

Experiment 3. The same as Experiment 1, but 
with saturation on the third and fifth day with 80 
roentgen units and on the eighteenth day with 120 


7O 


roentgen units. The resulting erythema was some- 
what more marked than that in the control field. 

Experiment 4. Initial dose, 800 roentgen units; 
third day, 160 roentgen units; fifth day, 70 roentgen 
units; eighth day, 110 roentgen units; and tenth and 
twelfth days, 70 roentgen units each. The erythema 
was milder than in the control field, and the greatest 
reaction occurred later and was less severe. 

Experiment 5. Initial dose, 700 roentgen units; 
third day, saturation to 1,000 roentgen units (250 
roentgen units according to Pfahler); fifth, eighth, 
tenth, and twelfth days, saturation with 80,120, Xo, 
and 80 roentgen units respectively. The effect was 
less than that in the control field. 

Experiment 6. The same as Experiment 5 except 
that the 4 saturation doses were given daily. The 
effect was surprisingly mild. The highest point, 12 
erythema degrees, was not observed until the 
fiftieth day. 

All of the experiments were made on the same 
patient. 

In the discussion, CHAOUL reported that the pro- 
tracted method of irradiation is used at the Berlin 
Surgical Clinic. It has been employed in 154 cases. 
The factors were: 180 to 200 kv., 3 mm. of copper, 
and 4 ma. In the cases of 40 patients who were given 
2,200 roentgen units in fourteen days there was no 
erythema, and in the cases of 66 patients who were 
given 3,300 roentgen units in three weeks there was 
only an occasional slight erythema. Krause (G). 


Osborne, E. D., and Putnam, E. D.: The Treat- 
ment of Warts. Radiology, 1931, xvi, 340. 


Having treated 765 patients for warts in the past 
three years, the authors are convinced that the 
occurrence of warts is increasing. The parts of the 
body most commonly involved are the plantar 
surfaces, the hands, the face, and scalp. The in- 
creased incidence of plantar warts, which constituted 
40.6 per cent of the warts treated in the authors’ 
cases, is attributed to infection in dressing rooms, 
bathrooms, and runways. In 87.71 per cent of the 
author’s cases of plantar warts a cure was obtained 
by roentgen irradiation. Thirteen patients with 
plantar warts who were not cured by the roentgen 
rays were cured by electrocoagulation. Roentyen 
irradiation is preferable to radium in cases of plantar 
warts because it requires less time, it permits the 
treatment of a larger area at one irradiation, it 
causes fewer skin ractions, and it is less liable to be 
followed by disagreeable reactions due to movement 
of the foot. The authors pare off keratotic skin 
layers over the warts, immobilize the foot, cover the 
normal skin with lead foil, and administer a single 
massive dose of from 2 to 8 skin units. They employ 
a 6-in. spark gap, 6 ma., and an 8-in. skin-target 
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distance. Plantar warts that do not react to one or 
two maximum doses should be treated by other 
means. Warts in parts of the body other than the 
feet have reacted well to smaller doses of roentgen 
irradiation. X-ray treatment is contra-indicated by 
a damaged peripheral circulation. 

In 50 per cent of the cases in which they have 
tried it, the authors have obtained good results also 
from sulpharsphenamine. This is indicated in 
cases in which there are large numbers of warts on 
the face, neck, and hands. The best results are ob- 
tained in the cases of patients past the age of 
puberty. CLARENCE V. BATEMAN, M.D. 


MISCELLANEOUS 


Mortimer, B.: Experimental Hyperthermia In- 
duced by the High-Frequency Current. Radi- 
ology, 1931, XVi, 705. 

The author studied the biological effects of elec- 
tromagnetic waves emitted by a vacuum-tube 
oscillator at frequencies between 10,000 and 14,000 
kilocycles per second. 

The electrostatic field between the plates was not 
homogeneous, the heating effect varying in different 
parts of the field. 


Sublethal doses given to rats daily for a month 
and to a dog daily for two months were without ill 
effects. The histological changes were those found 
in animals subjected to hyperthermia induced by 
other means. 

The histological changes produced by the lethal 
doses closely paralleled those occurring in fatal 
cases of heat prostration. 

The blood-chemistry changes observed in dogs 
subjected to sublethal doses were very similar to the 
blood changes noted in the diathermy experiments. 
The calcium was unchanged or rose, the chlorides 
were increased or decreased, the carbon-dioxide 
combining power was decreased markedly, and the 
total solids, non-protein nitrogen, and uric acid 
were increased. 

In the anesthetized dog with viscera exposed, the 
different organs heated up at approximately the 
same rate, the blood serving as a very elticient 
distributor of the generated heat. In the dead dog, 
the different organs heated up at different rates. 

The author concludes that the effects produced 
on animals by the diathermy current and the elec- 
tromagnetic waves emitted by a vacuum-tube 
oscillator can be fully explained on the basis of the 
heat generated by high-frequency currents. 

SAMUEL Kaun, M.D. 





MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Picé, C., and Vicente, I.: Investigations of Normal 
and Pathological Blood Calcium (Estudios sobre 
calcemia normal y patolégica). Arch. de med. cirurg. 
y especial., 1931, Xil, 49. 

As the result of investigations of the blood calcium 
of patients suffering from various diseases, the au- 
thors reach the following conclusions: 

1. The technique of Clark and Collip may be 
regarded as sufliciently accurate for the determina- 
tion of the calcium content of the blood. This tech- 
nique is as follows: In 2 c.cm. of serum the calcium 
is precipitated by 1 c.cm. of a 4 per cent solution of 
ammonium oxalate. After standing for half an 
hour, the precipitate is centrifugalized, washed with 
2 per cent ammonia, again centrifugalized, and then 
treated with a 2 per cent solution of normal sulphur- 
icacid, which sets free the oxalic acid. The amount 
of the free acid is determined by boiling with 
centinormal potassium permanganate, the volumet- 
ric method. 

2. Repeated washing with ammonia is essential 
for purification of the calcium precipitate. The test 
should be made with freshly drawn blood. 

3. The normal calcium content of the blood varies 
between fairly wide limits. In pathological condi- 


tions a decisive significance can be attributed only 


to extreme values. Intermediate values are sug- 
gestive only when the normal figure for the subject 
is known. 

4. The disease which reduces the calcium values 
most is tuberculosis. With proper reservations it is 
possible to base the prognosis of the disease on 
periodical determinations of the blood calcium. 

5. The calcium content of the blood seems to be 
low also in certain other diseases such as suppura- 
tions, severe infections, and tetany, and in preg- 
nancy. 

6. It is probable that the calcium content of the 
blood is increased by calcium therapy in both normal 
persons and persons with pathological conditions. 

WILLIAM W. WuHITELOCK, Pu.D. 


King, E. S. J.: The Surgical Importance of ‘Brown 
Fat.”’ Surg., Gynec. & Obst., 1931, lii, 665. 

The interscapular gland or so-called hibernating 
gland of animals is found in human embryos and 
does not entirely disppear after childhood. Its dis- 
tribution is irregular as it may be found in the neck, 
axilla, or breast, or the subpleural or perirenal 
tissues. It has been designated ‘“‘brown fat’’ because 
of its mulberry color, “‘muruloid fat” because of its 
microscopic appearance, and “interscapular gland” 
because of its position in animals. 


Diseases occurring in brown fat have seldom been 
reported. The occurrence of neoplasms has been 
referred to, but inflammation has not been recorded, 
Because of the irregular distribution of the brown 
fat, diseases involving it may occur almost anywhere 
in the body. Inflammation of the fat may give rise 
to a definite and more or less localized swelling, jor 
example, in the abdominal wall. 

The author reports three cases of tumor of the 
brown fat. Howarp A. McKniecat, M.D. 


Ryle, J. A., Smith, R. E., Gibberd, G. F., Knott, F. 
A., and Others: Streptococcal Infections. 
Guy’s Hosp. Rep., Lond., 1931, Ixxxi, 1, 29, 45, 55, 
63, 92, 110, 116, 120. 

The authors discuss streptococcal fever, acute 
streptococcal infections of the throat, haemolytic 
streptococci in the mastoid, diseases of the skin due 
to streptoccal infections, and apical infections of the 
teeth. 

Streptococcal fever. Age and sex have little or no 
influence on the incidence of streptococcal fever. 
Season has an influence only insofar as it helps to 
determine epidemics of influenza, exanthemata, 
throat infections, sinus inflammations, and middle 
ear disease. Fatigue may play a part. If surgical in- 
juries are excluded, the most apparent causes pre- 
disposing to streptococcal fever are other infections 
and anemia. While staphylococcal fever originates 
in a surface lesion such as a boil or carbuncle, strepto- 
coccal fever may occur without any evident local 
focus. A needle prick or hangnail may serve as the 
portal of entry for a virulent infection. Given a viru- 
lent infection, the less the lymphatic defenses are 
called into play the greater the likelihood of a grave 
general infection. 

Rigor or high fever with chilliness and malaise is 
the first manifestation. The temperature remains 
high and shows noteworthy diurnal oscillations. ‘The 
high fever is associated with delirium, prostration, 
restlessness, vomiting, dryness and redness of the 
tongue, and splenic enlargement. Four manifesta- 
tions are peculiarly diagnostic of streptococcal fever: 
diarrhoea, albuminuria with red cells and casts, rap- 
idly progressive anxmia, and a smooth, red, desqua- 
mated and sore tongue. The pulse rate is rapid, but 
the respiratory rate is not high. Various transitory 
rashes may appear. Venous thromboses occur. ‘J hiere 
is generally a high leucocytosis. The hemoglobin 
falls rapidly to a very low level. Often symptoms of 
metastases develop. The most common localizations 
are cavities lined by serous membranes. 

In staphylococcal fever there is usually a history 
of boils or a carbuncle, a slow initial pulse, and a 
tendency toward the formation of abscesses in the 
renal cortex and toward osteomyelitis. Splenic en- 
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jargement and primary involvement of the serous 
cavities are rare. 

In streptococcal fever a good prognosis is favored 
by a surgically accessible focus of invasion, survival 
beyond the immediate stage of onslaught, a high leu- 
cocytosis, and localizations amenable to surgical 
treatment. 

The treatment must include good nursing, a copi- 
ous tluid intake, watchful care with regard to the 
development of localizations of the infection, mor- 
phine for the relief of pain, and proper immobilization 
ofinfected joints. If streptococcal antitoxin is given 
early enough, it seems to protect against the acutely 
septicemic phase of streptococcal infection. 

Acute streptococcal infections of the throat. Acute 
streptococcal infection of the throat is usually due 
to the streptococcus hemolyticus. However, persons 
who are carriers of the streptococcus hemolyticus 
are not apt to develop acute sore throat. The strepto- 
coccal lesion may be localized to the nose, the naso- 
pharynx, pharynx, or larynx and may lead to a sim- 
ple hyperemia or the formation of a membrane, an 
ulcer, or a slough (gangrene). Treatment with anti- 
streptococcus serum is strongly advised. 

Hemolytic streptococci in the mastoid. In cases of 
acute mastoiditis it should be a matter of routine to 
make cultures of the bone. While the discovery of 
the exact nature of the invading organism is not 
likely often to serve as a guide in the treatment of 
the individual case, in rare instances it may be of 
great importance. 

The great majority of cases of acute mastoiditis 
are due to the haemolytic streptococcus. When cul- 
tures are made routinely, cases due to other organ- 
isms may be more intimately studied and their clini- 
cal differences noted. 

Many organisms may be cultivated from the 
chronic running ear, but they do not often include 
the hemolytic streptococcus. 

It seems that in chronic disease of the mastoid 
bone there are three stages. In the first, the primary 
organism, usually the hemolytic streptococcus, gives 
rise to an acute bone disease. This organism is then 
killed off, and the bone is sterile for a period. In the 
third stage there is a secondary infection, either 
through the drumhead from the skin of the meatus 
or through the eustachian tube from the nasopharynx. 

Diseases of the skin due to streptococcal infections. 
There is no specific treatment of recurrent erythema 
multiforme. In two cases which gave a strongly posi- 
tive reaction to the hemolytic streptococcus, intra- 
dermal vaccination with this organism was done in 
order to raise the resistance of the epidermal struc- 
tures, including the skin and mucous membranes. 
In both cases improvement resulted. 

A high proportion of positive reactions to strepto- 
coccus hemolyticus was obtained in cases of lupus 
erythematosus, particularly that of the erythema- 
tous type, and in erythema multiforme, suggesting 
specific sensitization to this organism. Either the 
organism responsible for the eruption is a hemolytic 
streptococcus or the state of sensitivity to the hemo- 


lytic streptococcus allows another factor to become 
active. 

Apical infections of the teeth. All types of apical 
infection are primarily streptococcal, but no single 
causative organism can be determined by either aéro- 
bic or anaérobic methods. SAMUEL Kann, M.D. 


Calmette, A.: An Account of the Catastrophe of 
of Lubeck (Epilogue de la catastrophe de Lubeck). 
Presse méd., Par., 1931, XXXix, 17. 

The author reports the findings and recommenda- 
tions of the committee that investigated the deaths 
at Lubeck which resulted from the accidental inocula- 
tion of infants with virulent tubercle bacilli. Of 251 
infants inoculated with an emulsion supposed to be 
BCG, 72 died. Of this number, 5 died from causes 
other than tuberculosis. Autopsies on the remainder 
showed the presence of virulent tubercle bacilli 
which, in guinea-pigs, produced progressive lesions 
possessing all of the characteristics of virulent hu- 
man tubercle bacilli and not those of BCG. 

Two cultures which were found in the laboratory 
where the accidental contamination occurred were 
available for study. One showed that the supposed 
BCG emulsion contained virulent human tubercle 
bacilli. The other appeared to be pure BCG which 
was harmless on guinea-pig inoculation. The viru- 
lent human tubercle bacillus culture which was mixed 
with BCG was identified as coming from a laboratory 
where the strain was known to be weak and unstable. 
This probably accounted for the fact that some of 
the infants survived the injection. 

There was no evidence to show that the BCG was 
capable of regaining or regained its initial character- 
istics of virulent bovine bacilli or that it could 
transform itself into virulent human bacilli. 

Rigid isolation of laboratories preparing BCG is 
urged. The Committee stated that such laboratories 
should not be used for any other purposes. Neither 
should the glassware be used for general work. The 
animals employed should be housed where they can- 
not possibly be mistaken for others and where cross- 
infection cannot occur. W. P. VAN WAGENEN, M.D. 


Zucchi, L.: A Case of Agranulocytosis (Su di un caso 
di agranulocitosi). Riforma med., 1930, xlvii, 93. 


Though agranulocytosis was first reported by 
Tuerk, it was first described compietely under the 
name of agranulocytosis by Schultz in 1922. It is 
characterized by necrotic angina and leucopenia 
with complete or almost complete disappearance of 
the granulocytes. The white cells are almost all 
lymphocytes and monocytes, but there is no special 
change in their form and no great change in the red 
cells. The clinical symptoms are those of a severe in- 
fection with high fever. Death usually results in a 
few days. The chief histological finding is the ab- 
sence of granulocytes in the bone marrow; there 
are only a few myeloblasts and myelocytes with 
signs of degeneration. Cultures yield no specific 
micro-organism, but sometimes show pneumococci, 
streptococci, and staphylococci. The treatment is 
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symptomatic and generally is not successful. Agran- 
ulocytosis is held by some to be a special form of 
sepsis caused by particularly virulent bacteria. 

The author reports a case of the condition in a 
girl of fifteen years who was admitted to the hospital 
with severe angina and a high fever. The blood 
showed the typical picture of a very greatly reduced 
granulocyte count. The lymph glands were not en- 
larged. Quinine was administered, the mouth was 
washed out with hydrogen peroxide, and anti- 
diphtheria and anti-streptococcus serum were given. 
Recovery resulted. 

The author concludes from this case that the blood 
disease is primary and the angina and sepsis are sec- 
ondary. The granulocyte count was lowest at the 
beginning of the disease. When the general condi- 
tion and the condition of the tonsils were most 
unfavorable the blood picture had begun to show 
improvement. Accordingly, there was a discrepancy 
between the blood picture and the general disease. 
The author states that agranulocytosis may occur 
also without angina and sepsis. 

AuprEY G. Morcan, M.D. 


Roussy, G., and Oberling, C.: Epithelial Metaplasia 
and Its Relation to Tumors (La métaplasie épi- 
théliale et ses rapports avec les tumeurs). Ann. 
Surg., 1931, XCiii, go. 

The occurrence of heterotopic tumors such as 
malpighian epitheliomata in the cylindrical mucosa 
has long been recognized. According to one of the 
two main hypotheses which have been advanced to 
explain it, the neoplasms are due to an embryonal 
malformation, whereas according to the other, they 
are the result of malpighian metaplasia of the cy- 
lindrical mucosa. 

The possibility of malpighian metaplasia of the 
cylindrical mucosa having been proved beyond 
question, the second hypothesis is more generally 
accepted than the first at the present time. As the 
metaplasia itself seems to be dependent upon chronic 
inflammatory processes, a close relationship be- 
tween the chronic irritative process, the metaplasia, 
and the tumor formation has been assumed. How- 
ever, a study of the relation between chronic irrita- 
tion and metaplasia on the one hand and between 
metaplasia and heterotopic tumors on the other 
reveals facts which weaken this theory. 

First of all it is necessary to consider the circum- 
stances and regions in which malpighian metaplasia 
of the cylindrical mucosa occurs. It is evident that 
the presence of a completely circumscribed mal- 
pighian island in the center of cylindrical mucosa 
does not constitute proof of a metaplastic process as 
it may be an embryonic malformation. Moreover, it 
is necessary in all cases to exclude immigration of 
malpighian epithelium from the neighboring regions. 

Metaplastic phenomena are noted frequently in 
the respiratory tract. Even in children, subacute 
and chronic inflammatory processes are followed, 
sometimes surprisingly rapidly, by malpighian 
transformation of the bronchial epithelium. 


Malpighian metaplasia is observed also in nu- 
merous cases of chronic thyroiditis. In the digestive 
tract it is confined practically to the salivary glands 
and the pancreas. In the salivary glands merely 
the ligation of an excretory duct or the injection of 
an irritating substance is sufficient to provoke 
malpighian transformation of the canalicular epi- 
thelium. In the pancreas, malpighian buds are ob- 
served very frequently in the excretory canals in the 
course of chronic pancreatitis. In subacute von- 
orrhceal epididymitis and tuberculous epididymitis, 
the cylindrical epithelium of the epididymis o/ten 
assumes a malpighian character. Except for tuimor 
formation, the occurrence of malpighian metap| sia 
in the body of the uterus seems to be very rare. In 
the mammary gland, malpighian metaplasia of the 
milk ducts has been observed. 

It is generally believed that this epithelial meta- 
plasia is due, not to the structural transformation 
of adult cells, but to a proliferation of young cells: 
in other words, it is an atypical regeneration. As 
malpighian metaplasia is observed in only cer- 
tain regions, chronic irritation cannot be the sole 
cause. Although chronic inflammatory processes are 
extremely frequent in the stomach and appendix, 
malpighian metaplasia has never been observed in 
these organs. The influence of a local factor is un- 
deniable. Certain locations where malpighiaa meta- 
plasia is very often observed rarely develop mal- 
pighian tumors. Therefore a metaplasia cannot be 
considered a precancerous lesion. In the thyroid 
gland, in which such a metaplasia is relatively fre- 
quent, malpighian cancers are very rare, and in the 
gall bladder, in which malpighian heterotopic 
epitheliomata are common, metaplastic processes 
are extremely rare. In the pancreas, metaplastic 
processes are frequent, but malpighian epitheliomata 
are rare. In the epididymis, metaplastic processes 
are very frequent, but malpighian epitheliomata are 
very rare. In the uterus the reverse is true. 

These facts show that the interpretation of the 
epithelial metaplasia varies according to the organ. 
In the bronchi, pancreas, and epididymis, the meta- 
plasia is by no means an indication of imminent can- 
cerization, whereas in the uterus the presence of 
malpighian islands is frequently a sign of canceriza- 
tion already present. Josepu K. Narat, M.D. 


Du Bois, C.: Traumatism and Cancer (Trauma- 
tismes et cancers). Rev. med. de la Suisse Rom., 
1931, li, 65. 

The author reports three cases in which a basal- 
cell growth developed at the site of trauma, and 
cites two of his previously reported cases in which, 
after trauma, a foreign body was found in a basal- 
cell growth. The patients ranged in age from ten to 
seventy-nine years. In no instance was the tumor 
preceded by chronic irritation of the skin. Du bovis 
states that a predisposing cause of cancer can 
exist in active young skin as well as in regressive 
senile skin. Photomicrographs suggest the sebaceous 
glands as the sites of the neoplastic change. In the 
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child, as in the adult, epithelioma occurs most fre- 
quently on the face. 

In cases of cancer following trauma, the patient’s 
story of trauma should often be discounted, but in 
the author’s cases the relation between the injury 
and the formation of the neoplasm was intimate. 
The period between the injury and the appearance 
of the growth ranged from four to six months. 

The first of the author’s recent cases was that of 
a boy ten years of age who cut his forehead in a 
fall. The wound healed without a scar in ten days. 
A tumor proved histologically to be a basal-cell 
neoplasm appeared at the site of the trauma five 
months later. 

The second case was that of a man who lacerated 
his face in a fall. In this case also the wound healed 
without a scar. Six months later a neoplasm ap- 
peared and after growing for two years reached a 
resting stage. At the end of the third year the tumor 
began to enlarge and was excised. A photomicro- 
graph showed an old and a new area of activity. 
The older area was surrounded by a fibrous capsule. 
The dual structure is evidence of a plurifocal origin 
of basal-cell tumors. 

In both of these cases the sebaceous glands were 
the site of change and the epidermis was raised by 
basal-cell and fibrous tissue proliferation. 

In the third case, that of a man seventy-nine years 
of age, the history was similar and _ histological 
examination showed the tumor to be a mixed 
epithelioma. 

Of the two previously reported cases, one was that 
of a man sixty-five years of age who was struck on 
the face by an insect. A few months later a growth 
appeared at the site of the injury and grew slowly 
for five years. Microscopic examination showed the 
tumor to be a basal-cell neoplasm about a chitinous 
foreign body or insect appendage. 

The other case previously reported was a case of 
basal-cell tumor with a giant-cell reaction about a 
caterpillar hair. 

The author suggests that in the first three cases 
the trauma may have introduced an invisible foreign 
body, and that trauma plus a foreign body may be a 
predisposing cause of cancer. Trauma may prepare 
the cells for growth when a neoplastic tendency is 
already present, it may bathe the surviving cells 
with broken-down protein products, or it may create 
a physical difference in the electrical potential be- 
tween intact cells and broken cellular elements. 

Curtis NEtson, M.D. 


12a - Jan. 

Guillaumin, C. O.: The Diagnosis of Endocrine 
Dysfunction and Cancer by Examination of the 
Blood with the Interferometric Technique of 
Hirsch (Diagnostic des états dysendocriniens et du 
cancer par l’examen du sang selon la technique intér- 
ferométrique de Hirsch). Presse méd., Par., 1930, 
XXXIX, 34. 

This article is based on Abderhalden’s theory that 
certain complex substances, including carbohydrates 


as well as protein derivatives, will stimulate the 
formation of defense ferments in the blood. The 
stimulation of a defense ferment by a tissue agent 
should not be confused with an antigen-antibody 
reaction which is produced only by proteins which 
are soluble. 

The discarded methods of determining these serum 
ferments are briefly reviewed by the author. They 
include dialysis with or without the ninhydrin reac- 
tion, polarimetry, immersion refraction, and bacillus 
coli fermentation of amino acids combined with 
Ehrlich’s indol test. 

The author describes the Hirsch interferometer, 
an instrument which measures the breakdown of a 
tissue by a serum ferment. The index of refraction 
is measured from the fringes of interference. The 
patient’s serum treated with a known tissue agent is 
compared in the interferometer with his untreated 
serum. 

In the preparation of the known tissue agents, 
diseased tissues removed at operation or normal 
tissues removed during repair after trauma are 
washed free from blood, albumin, soluble salts, and 
lipoids. As connective tissue is a cause of error, 
especially in neoplasms and placental tissue, this 
also is removed. The specimens are then ground up 
and divided among numerous sterile tubes. If any 
of these agents are affected by a serum heated to 62 
degrees C., they are affected by some factor other 
than a ferment and are discarded. 

The patient’s serum is separated from the patient’s 
corpuscles with precautions for sepsis. The serum 
is then added to the tissue agent, mixed with a 
quinine preparation, vuzine, which acts as a pre- 
servative, and allowed to stand for twenty hours at 
37 degrees C. It is then cooled and centrifugalized 
and compared in the interferometer with some of 
the patient’s untreated serum. 

The diagnosis made by this method was correct 
in 94 per cent of cases of ulcers or neoplasms of the 
stomach, duodenum, and large bowel, and in 64 
per cent of cases of uterine lesions. 

Endocrine dysfunction is associated with ferment 
changes. The test has shown suggestive results in 
hyperthyroidism, obesity, arthritis deformans, and 
certain suprarenal disturbances. 

Curtis Netson, M.D. 


DUCTLESS GLANDS 


Ceccareili, G.: The Problem of Regeneration: The 
Influence of the Endocrine System on the 
Regeneration of Skin and Bone (Sul problema 
della rigenerazione: influenza del sistema endocrino 
nella rigenerazione della pelle e delle ossa). Arch. 
ital. di chir., 1930, xxvii, 641. 

Although much is known of the morphological 
changes which take place in tissue regeneration, the 
factors which initiate, maintain, and conclude the 
process are not completely understood. The author 
gives an extensive review of the literature on this 
subject. 
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Following a review of the normal process of re- 
generation of the integument and bone, Ceccarelli 
reports the results of a series of experiments under- 
taken to determine the influence of certain hormones 
and extracts of glands of internal secretion on the 
repair of these tissues in the rabbit. The experiments 
dealt with only one phase of such influence, namely, 
the direct application of the extracts to the zone of 
repair. 

In the studies of the repair of the skin it was found 
that testicular extract definitely accelerated the 
repair. The acceleration was most marked during 
the first week. A wound treated with this extract 
healed three days sooner than the normal control. 
Thyroid extract and insulin shortened the repair 
period by two days. The same extracts shortened 
the repair time also in animals in which the recticulo- 
endothelial system was blocked. 

Bone repair was studied with special reference to 
fractures and subperiosteal resection. Glandular 
extract was injected on alternate days into a lesion 
in one leg, and the same amount of physiological 
solution was injected into the control leg. The 
animals were sacrificed after periods ranging from 
fifteen to sixty days and studied in these stages 
roentgenographically and histologically. 

Thymus and hypophyseal extract accelerated the 
healing of the fractures so that a distinct difference 
between the treated and control lesion was noted 
both roentgenographically and histologically within 
fifteen days. In the repair after subperiosteal resec- 
tion they acted similarly. These extracts definitely 
activated the regeneration of bone throughout all 
periods of repair and caused precocious development 
of the medullary canal. Thyroid extract acted in a 
similar manner to a less degree. 

PETER A. Rosi, M.D. 


Oike, M.: Tar Cancer and Endocrine Function. 
Japanese J. Obst. & Gynec., 1930, xiii, 622. 


The development of tar cancer in rabbits requires 
a certain degree of normality in all of the endocrine 
glands and the principal visceral organs. When 
intoxication and the degree of invasion into the tis- 


sues are intense, deterioration occurs in the general 
metabolism and nutrition. The process of epithelia] 
hypertrophy is then obstructed and epithelial can- 
cer does not develop. 

The development of tar cancer in rabbits requires 
epithelial hypertrophy as a precursor. When epithe- 
lial hypertrophy is absent, cancer does not develop, 

Painting the skin of a rabbit locally with tar 
appears to favor a disposition to hypertrophy on 
the part of the general epithelial system as a vital 
defensive reaction to the absorption of the tar and 
its transmission through the body. 

The epithelial hyperplasia following the applica- 
tion of tar is apparently due to some endocrine 
influence. When the hypertrophied epithelium js 
stimulated secondarily by the tar it may develop a 
true cancer. 

The thyroid gland shows chiefly hypertrophy 
(hyperfunction). This seems to have some relation 
to the epithelial hypertrophy of skin painted with 
tar. 

In rabbits in which tar cancer develops and 
epithelial hypertrophy occurs, hyperplasia (hyper- 
function) of the suprarenal cortex is often found. 
In the absence of epithelial hypertrophy, hyper- 
plasia of the suprarenal cortex is absent or the cortex 
undergoes atrophy. The hyperplasia of the supra- 
renal cortex and the thyroid hyperfunction appear 
to have some relation to epithelial hypertroph) 

Rabbits painted with tar always show a slight 
inhibition in the development of the ovarian {ol- 
licles and a tendency of the interstitial glands to 
undergo atrophy (deterioration of function). 

In the cases of rabbits in which ovarian trans- 
plantation has been performed, painting with tar 
produces hyperfunction first of the genital glands 
and then of the suprarenal cortex and the thyroid 
gland. Next, it causes deterioration of function in 
the ovaries and thyroid, and finally hyperfunction 
or deterioration in the suprarenal cortex. For the 
time being, a change takes place in the endocrine 
function which stimulates the process of epithelial 
hypertrophy, probably thus favoring the deveclop- 
ment of true cancer. Joun H. Gartock, M.1D. 
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Isolated hematogenous staphylococcus suppuration of 
the knee joint in the adult. KurtTtNer. Zentralbl. f. Chir., 
1930, p. 2031. 

A synovial sarco- endothelioma of the knee. 
Arch. f. path. Anat., 1930, cclxxix, 71. 

Primary giant-cell tumor of the patella. 
Ann. Surg., 1931, xciii, 775. 

The development of leg deformities in children (genu 
varus and valgus). Boru. Ztschr. f. orthop. Chir., 1930, 
liii, 377. 

Osteogenic sarcoma of the tibia. R. J. Wricut-SmirH. 
J. College Surg. Australasia, 1931, iii, 390. 

A case of giant-cell tumor of the tibiz bilateral in a child 
ten years of age. D. H. Reps. J. Med., Cincinnati, 1931, 
xii, 28. 

The axes of the os calcis. FE. 
ortop., 1930, V, 300. 

Tumors of the os calcis. J. R. Moore. 
XVi, 232. 


P. Pry. 


L. G. Dosson. 


NEUFELD. Slov. Sborn. 


Radiology, 1931, 
(69) 


Surgery of the Bones, Joints, Muscles, 
Tendons, Etc. 


Local anesthesia and bone sensitization. C. MARINO 


Zuco. Arch. ital. di chir., 1930, xxvii, go8. 
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Resection of the joint in the treatment of surgical tuber- 
culosis of the large joints. A. Opasso. Arch. ital. di chir., 
1930, xxvii, 888. 

Osteo-articular tuberculosis treated by bone grafts. O. 
Urrrepvuzzi and L. BIANCALANA. Presse méd., Par., 1931, 
XXXiX, 242. 

Autoplastic bone grafts in tuberculous osteo-arthritis. 
D. MaRAGLIANO. Arch. ital. di chir., 1930, xxvii, 883. 

The immediate and late results of treatment for tuber- 
culosis of the joints. G. CANAvERO. Arch. ital. di chir., 
1930, Xxvii, 889. 

Intra-epiphyseal and metaphyseal bone grafts. L. 
BIANCALANA. Arch. ital. di chir., 1930, xxvii, 886. 

Surgery in certain types of arthritis. A. L. BERSHON. 
Ohio State M. J., 1931, xxvii, 205. 

Osteosynthesis with a soluble metal; magnesium. P. 
Vacponr. Arch. ital. di chir., 1930, xxvii, 912. 

Early operation for congenital muscular torticollis. D. 
BARGELLINI. Arch. ital. di chir., 1930, xxvii, goo. 

The treatment of Madelung’s disease by oblique linear 
osteotomy of the radius. L. Gazzorti. Arch. ital. di chir., 
1930, XXVii, 997. 

Experimental studies on the means used to prevent bone 
regeneration following subperiosteal resection of the wrists. 
Torraca. Clin. chir., 1930, vi, 1433. 

The treatment of the late callus formation of the navicu- 
lar bone of the wrist by boring (Beck). F. ScHNEK. 
Zentralbl. f. Chir., 1930, p. 2600. 

Physiological reconstruction of a thumb after total loss. 
S. BUNNELL. Surg., Gynec. & Obst., 1931, lii, 245. [60] 

Basic exeresis in the treatment of scoliosis. O. H. 
Wacner. Arch. f. orthop. Chir., 1930, xxviii, 628. 

The indications for, and results of the operative treat- 
ment of tuberculous spondylitis in the clinic at Leiden. 
W. F. Suermonpt. Nederl. Tijdschr. v. Geneesk., 1930, 
ll, 5379- 

Animal experiments in an —— procedure for fusion 
of the sacro-iliac joint. W. C. CamMpBeLL. South. M. J., 
1931, Xxiv, 186. 

‘Arthrodesis for paralytic genu recurvatum. E. CaLan- 
pra. Arch. ital. di chir., 1930, xxvii, 914. 

Operative mobilization of the ankylosed knee. F. 
Grospic. Lijet. vijesnik, u Zagrebu, 1930, lii, 437. 

Surgical treatment of tuberculosis of the knee. A. 
Mezzari. Arch. ital. di chir., 1930, xxvii, 872. [61] 

The surgical treatment of tuberculosis of the knee. F. 
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xxvii, 881. 
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Operative treatment of flat-foot. M. Kustik. Ortop. i 
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Hallux valgus; a note on operative technique. P. B. 
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Pathological fracture. E. D. WEINBERG. Radiology, 
1931, XVi, 282. [62] 

Intractable ununited fractures. H. B. Devine. J. Co! 
lege Surg. Australasia, 1931, ili, 406. 

The behavior of the callus of fracture in irradiated 
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ture of the radius. H. Matti. Schweiz. med. Wchnschir.. 
1930, li, 1077. 
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Extension of the terminal phalanges of the fingers. G. 
TscHALENKO. Zentralbl. f. Chir., 1930, p. 2660. 
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femur. M. Pater. Paris chir., 1930, xxii, 186. 

Reduction of posterior dislocation of the thigh with the 
patient in a prone position. V. Serro. Acta chirurg. 
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M. H. Topp. Virginia M. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


An enormous popliteal aneurism; ligation of the femoral 


Blood Vessels 


The hypophysis in the etiology of varices, particularly 
the varices of pregnancy. L. Gaucter. Presse méd., Par., 
1931, XXXix, 206. 

The venous pulse in varices of the extremities. A. 
Crierc and E. Mourrut. Bull. et mém. Soc. méd. d. hop. 
de Par., 1931, xlvii, 285. 

Varicose veins; indications and contra-indications to in- 
jections. N. J. Kirpourne. Ann. Surg., 1931, xciii, w 

65 

Dextrose and sodium chloride for obliterating varicose 
veins. H. M. Kern. Ann. Surg., 1931, xciii, 697. 

Old phlebitis and the fibrosis cure of varices. G. DELA- 
TER and M. Cuattty. Presse méd., Par., 1931, xxxix, 95. 

65 


The cure of varicose ulcer of the leg by obliteration of 
the varices. L. Isaak. Muenchen. med. Wchnschr., 1930, 
ii, 1539. 

Recurrence of varicose veins following injection; a study 
of the pathological nature of the recurrence and a critical 
survey of the injection method. N. J. Howarp, C. R. 
Jackson, and E. J. Manon. Arch. Surg. -) 1931, XXli, 353. 

Intracranial arteriovenous aneurism. R. C. WINN. 
Med. J. Australia, 1931, i, 379. 

Extracranial aneurism of the internal carotid; report of a 
case. A. D. Roperts. Ann. Otol., Rhinol. & Laryngol., 
1931, xl, 77. 


artery. G. LABey. Bull. et mém. Soc. nat. de chir. 
lvii, 342. 

Raynaud’s disease; recent experimental studies. 
Kerr. California & West. Med., 1931, xxxiv, or. 

Raynaud’s disease; presentation of an early case. 
TexapDA. New Orleans M. & S. J., 1931, Ixxxiii, 643. 

The association of Raynaud’s disease with cerebral 
symptoms; report of a case with migraine, psychoneurotic 
symptoms, transient hemiplegia, and death. L. Carp. 
Arch. Surg., 1931, xxii, 409. 

Acetylcholine in Raynaud’s disease. J. D. Muicuet. 
Rev. de especialidades, Asoc. méd. argent., 1930, v, 1838. 

Arteriovenous anastomosis in Raynaud’s disease. M. 
Trincas. Riforma med., 1931, xlvii, 203. 

Circulatory diseases of the lower extremities. 
Hover and M. W. McDovucatt. 
xciii, 645. 

Suprarenalectomy and gangliectomy for vascular dis- 
turbances of the lower extremities. A. CHrasserini. Arch. 
ital. di chir., 1930, xxvii, 848. 

Diathermy in the treatment of phlebitis. VAUDESCAL. 
Bull. et mém. Soc. d. chirurgiens de Par., 1931, xxiv, 52. 

The recognition of latent thrombosis. von HAveEN. 
Muenchen. med. Wchnschr., 1930, ii, 1963. 

Two cases of obliterating thrombo-angiitis in non-Jewish 
subjects. HuGuenin, ALBot, and Motpovan. Ann. 
d’anat. path., 1931, viii, 176. 
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The treatment of gangrene resulting from thrombo- 
angiitis obliterans. S.S.Samuets. J. Am. M. Ass., 1931, 
xCvi, 751. 

Air embolism of the pulmonary artery when the vertebral 
canal was opened. W. LEHMANN. Zentralbl. f. Chir., 1930, 
p. 2836. 

Arteriovenous aneurism complicating embolism; arterial 
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Ligation of the superior gluteal artery in the cadaver and 
in the living. P. Huarp and M. Montacne. J. de chir., 
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Blood; Transfusion 


Advances in the treatment of hemophilia. F. 
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1931, XiV, 1073. 
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C.S. Wrttiamson. Med. Clin. North Am., 1931, xiv, 1057. 
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Studies on the coagulation of the blood. Oreto. Arch. 
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VON 


SURGICAL 


Operative Surgery and Technique; Postoperative 
Treatment 
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